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GASTRON 


The entire-stomach-gland extract 


Submitted to the physician as a resource against gastro-intes 


tinal affections. 


GASTRON ppresents the complex proteins, coagulakle and 


non-coagulable, the nucleo-proteins, amino-acids, etc., derivable from 


the gastric mucosa. 


Agreeable solution---no sugar, no alcohol. 


Fairchild Bros. & Foster 
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VISCOSITY 


1s the index of 
lubricating value 


IQUID PETROLATUM SQUIBB is 
recognized as the most satisfactory of 
all intestinal lubricants, owing its supe- 

riority primarily toa high natural viscosity, not 
found in paraffin oils. This heavy Californian 
mineral oil is distinctly different in chemical 
composition from those usually marketed for | 
intestinal use. 


The paraffin oils are relatively light and of low vis- 
cosity. Their lubricating value, low at all times, becomes 
particularly objectionable when the temperature is raised 
to that of the interior of the body. 

At the temperature of the bowels they become too Mew 
thin to effectively function as intestinal lubricants. The 
objectionable leakage so frequently complained of is | phic 
usually due to the low viscosity rather than excessive | . 
dosage. td 

Attempts to increase the viscosity of paraffin oils § 
by the addition of extraneous substances such as solid 
paraffin, have been made, but such sophistication has i 
been unsuccessful. Sophisticated oils appear viscous, but {f 
at the temperature of the intestine, invariably lose their | 
apparent v iscosity. 

Liquid Petrolatum Squibb is a chemically pure and | 
heavy naphthene of unusual high viscosity, obtainable 
at the present time only in California. 


When prescribing a mineral oil for internal 
use, specify LIQUID PETROLATUM 
SQUIBB Heavy (Californian). 


| ER:SquppaSons | 


FACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 oe 


Liquid Petroiatum Sq 


MincRra. 


NEW YORK, 
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HOSPITAL AFFILIATIONS 
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EL PASO, TEXAS 


Descriptive Booklet on Request 


Telephone 1616 


THE HOMAN SANATORIUM 


For the Treatment of Tuberculosis 


SL ORM 


BINDER AND ABDOMINAL SUPPORTER 


(PATENTED) 


FOR MEN, WOMEN and CHILDREN 


For Ptosis, Hernia, Obesity, Pregnancy, Relaxed Sacro- 
Iliac Articulations, High and Low Operations, Float- 
ing Kidneys, Etc. 


Ask for 36-page Illustrated Folder 
Mail orders filled at Philadelphia only---within 24 hours 
KATHERINE L. STORM, M. D. 
Originator, Patentee, Owner and Maker 
1701 Diamond Street PHILADELPHIA 


PROVIDENCE HOSPITAL 


A GENERAL HOSPITAL 


Young ladies wanted for 
Training Schoo] For in- 
formation address 


SUPERINTENDENT. 
PRCVIDENGE HOSPITAL, 
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PHOENIX, ARIZONA 
W. L. Brown, M.D. C. P. Brown, M.D. 
BROWN AND BROWN FRED G. HOLMES, M. D. 
Surgery and Gynecology Practice Limited to 
Suite 404 Roberts-Banner Bldg. EL PASO Diseases of the Chest 
219 Goodrich Bldg. PHOENIX 
H. T. BAILEY, M. D. 
H. DEADY, M. D. Practice Limited to 
cial Attention to 
Eye, Ear, Nose and Throat 
First Natl. Bank Bldg. EL PASO 
ORVILLE H. BROWN, M. D. 
Internal Medicine 
E. B. ROGERS, M. D. Special Attention to Asthma 
Special Attention to 
PHOENIX 


Surgery 


606-616 Martin Bldg. EL PASO 


430 N. Central Ave. 


L. G. WITHERSPOON, M. D. 
Plastic Surgery 
314 Roberts-Banner Bldg. 


LOS ANGELES, CALIFORNIA 
MADISON J. KEENEY, M. D. 


General Medicine and Tuberculosis 


(Pneumothorax) 


834 Pacific Mutual Bldg. 


523 West Sixth St. LOS ANGELES 


JAMES VANCE, M. D. 
Practice Limited to 


Surge 
313-4 Mills Bldg. _— 


Hours: 11 to 12:30 


EL PASO 


ROY THOMAS, M. D. 


Medical Diseases 


* Medical Office Bldg., 1136 West Sixth Street, 


LOS ANGELES 


LOS ANGELES 


MARY LAWSON NEFF, M. D. 


Functional and Organic Nervous 
Diseases—Developmental Problems of 


Childhood 
Psychometric Tests 
TRINITY HOTEL 
JUNE TO SEPTEMBER, 1924 


Psychiatry 


MOSES SCHOLTZ, M. D. 
Practice Limited to 
Diseases of the Skin 


718 Brockman Bldg. LOS ANGELES 


H. A. ROSENKRANZ, M. D. 


Cystoscopic Courses 
(Catheterizing—diagnostic, operative. Irrigation 
urethroscopy. Individual instruction in urologic 
diagnosis, treatment and office technic. Courses 
in local anesthesia. 
1024 Story Bldg. 


LOS ANGELES 
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Albuquerque 


Located in the heart of the great Southwest—the Land of Sunshine. Average annual 
rainfall less than 7 inches. Altitude moderate. On the main line of the Santa Fe. 


The open-air, hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-ray Therapy under the direction of a staff of 5 physicians trained in Internal 


Medicine. Special Facilities for Sun Baths. 


Private porches, baths, bungalows, and modern, fire-proof buildings. 
On request, information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 


E. H. McCLURE COMPANY 


DALLAS, TEXAS 


Surgical Instruments and Physicians’ Supplies of Every Description 
Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 


of All Kinds 


3513 Fort Boulevard, 


P. B. GRUBBS, 
El] Paso, Texas 


Western Representative 


SOUTHWESTERN SURGICAL SUPPLY COMPANY 


320 TEXAS STREET, EL PASO, TEXAS 


Surgical Instruments 
Rubber Gloves 
Ligatures 
Abdominal Belts, trusses, etc. 


X-Ray Apparatus and Supplies 
High Frequency Machines 
High Pressure Sterilizers 
Hospital Equipment 


Mail Orders Given Special Attention 
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ENCINAS 


PASADENA, CALIFORNIA 


A Sanatorium for the Treatment 
of General and Nervous Diseases 


LAS ENCINAS 


Climate ideal, cuisine excellent, outdoor recreation. 


Located in the foothills of Sierra Madre mountains, surrounded by a 20-acre 
grove of live oaks. Central building and private cottages with modern conveniences. 
Hydrotherapy, Electrotherapy, Baths and Massage. Physicians and nurses in con- 
stant attendance. 


BOARD OF DIRECTORS: 


Norman Bridge, M. D.; H. C. Brainerd, M. D.; W. Jarvis Barlow, M. D.; 
F. C. E. Mattison, M. D.; Stephen Smith, M. D. 


Write for beautiful illustrated booklet. 


STEPHEN SMITH, Medical Director 
Las Encinas, Pasadena, Calif. 
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for 
Hay Fever 
Prophylaxis 


OW is the time to begin the preventive treatment of 

the late summer or early fall cases. Ragweed Pollen 
Extract (P. D. & Co.) is available for diagnosis and prophy- 
laxis; also for therapeutic treatment in cases not seen in 
time for prophylaxis. 


The complete package contains three 5-cc vials of Pollen 
Extract (Nos. 1, 2 and 3), No. 2 being ten times as concen- 
trated as No. 1, and No. 3 ten times as concentrated as No. 2. 
The physician is thus enabled to begin with a small dose and 
increase gradually, most of the diluting necessary having been 
done beforehand by the manufacturers. A vial of diluent is 
supplied for giving bulk to very small doses, such as 0.1 cc 
and for use in applying differential resistance tests. 


Vial No. 3 can be used in diagnosis; or a special diag- 
nostic package can be ordered containing five capillary 
tubes of extract—enough for five tests. 


Your dealer will order for you. Shall we send you our 
booklet on Pollen Extracts? 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


Pollen Extracts, P. D. & Co., are included in N. N. R. by the Council on Pharmacy 
and Chemistry of the A. M. A. 
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Ae Late Suramer and Early Autumn Type of 
Hay Fever isfcaused by many of the common 
weeds, as—Ragweed, Russian Thistle, Sage Brush 
—the species differing wi ely according to lo- 
cality. To assfre specificftreatment diagnostic 
tests are essential. To assure preseasonal treat- 


d be made,—otherwise 
the less desirable, th 4 often beneficial, cosea- 


e involved. List of late 
hOwing regional distribution 
and time of polKhation, ‘sef#ft on request. 
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RUSSIAN THI Salsola pestifer 


The Arlington Chemical 


Yonkers, New York 
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WILSON-MILLICAN 


“THE BEST CLEANERS” 


The Best Work, the Best Service. We 
use Chemical steam and hot air meth- 
ods for sterilizing each garment that 
we clean and press. 


Phone 4400 i100 E. Boulevard 
EL PASO 


In Bronchitis and Tuberculosis 


Calcreose i is particularly suitable as an adjunct to other 

es. Calcreose contains 50% creosote in com- 
eden with calcium. Calereose has all the pharmacologic 
activity of creosote but is free from untoward effects even when 
taken in large doses for long periods of time. 


Tasers’ 
Glereose 


4Gr, 


Sample 4 grain tablets lied to phy 
THE MALTBIE CHEMICAL Co., 


upon request. 
NEWARK, N. J. 


In Surgical Sutures 


ATISFACTION lies in strength, sterility 
s and uniformity of absorption, features to 

be attained only when the smooth or de- 
tached side of selected sheep gut is employed. 
Right now the price of raw material is very 
high. Some manufacturers are evening up things 
by using the mesenteric as well as the smooth 
portion of the intestine. None of the cardinal 
qualities can be guaranteed when the rough side 
is employed. This is obvious to the man whe 
has studied the manufacture of catgut. 
In the Armour Laboratory nothing but the 
smooth, straight side of the gut is put into sur- 
gical ligatures. This material is sterilized chem- 
ically and thermically at opportune stages and 
finally the finished suture is, after being placed 
in tubes, subjected to a degree of heat that 
means death to all spores and organisms. 
The Armour Non-boilable Catgut Ligatures are 
as flexible as a silk cord, and are of full strength 
and absolute sterility. 
Specify Arm ur’s Non-boilable Catgut Ligatures. You will be satisfied. 


PITUITARY LIQUID 
(Armour) 

the Premier of 

the kind, am- 

poules—sur ical, c.c. 


ampoules obstetrical. 


SUPRARENALIN 
SOLUTION 1:1000 
Astringent and hemo- 
static. Stable and non- 

irritating. 


Headquarters for the Endocrines and other Organotherapeutics 
ARMOUR COMPANY 
GO 
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EXAMINATION OF THE PATIENT* 


(Reprinted from The Military Surgeon for July, 1923) 
MAJOR T. E. SCOTT, Medical Corps, United States Army 


The subject matter presented here 
may seem very trite. Its importance, 
however, is so essential that constant 
reiteration is not amiss. Fully 95 per 
cent of all human ills can be diag- 


nosed and properly treated by our or- 
dinary clinical senses and with no 
more technical appliances than a 
stethoscope and a fever thermometer. 
It is not my intention to decry the use 
of such valuable aids as the clinical 
laboratory, x-rays, diagnostic tubes 
and other such appliances. They have 
their proper sphere in aiding the clin- 
ician, but it is extremely rare indeed 
that they can do more than offer con- 
firmatory help. Pulmonary tubercu- 
losis so frequently diagnosed by the 
x-ray is not possible of diagnosis by 
such until changes have taken place 
in the lungs sufficient to obstruct rays. 
In other words, the x-ray shows re- 
sults of rather long-standing trouble. 
A careful history with physical find- 
ings will usually establish a fairly 
correct diagnosis months before there 
are x-ray changes or positive sputum. 
In chronic gastrointestinal diseases 
the x-ray evidence is so late in estab- 
lishing itself as to be of comparative- 
ly slgiht value in the incipiency of 
disease. In the frank, well-estab- 
lished ulcer it will give valuable diag- 
nostic help in an extremely high per 


cent of cases, but unless the symp- 
toms and history are in accord we 
are never quite certain even then. In 
carcinoma, by the time filling defects 
are present the tumor has reached a 
hopeless stage with a train of symp- 
toms dating back a year or more. 
Even in x-ray work the roentgenolo- 
gist must know the entire history and 
clinical findings to be able to give his 
best interpretations on findings so 
often extremely indefinite. It is nec- 
essary, therefore, to use every means 
at our command, but for the present 
at least a careful history with thor- 
ough examination must remain our 
chief dependence for early diagnosis 
and treatment. The execptions will 
form less than 5 per cent. Take a 
case of typhoid fever now in the hos- 
pital, for example. The patient was 
entering the third week of the dis- 
ease before bacteriological proof of 
its existence could be given. He was 
properly diagnosed clinically after a 
fifteen-minute examination, and treat- 
ment instituted at once. 

During my early career as a phy- 
sician my practice was in the low- 
lands of Mississippi where malaria 
was the chief ailment. I had a mi- 
croscope and adopted modern meth- 
ods, but depended entirely on the 
blood findings to diagnose malaria, 
and lost many cases by reason of 
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such. The good old country doctors 
who never owned or used a micro- 
scope would make a proper diagnosis, 
start treatment and be at home while 
I fussed over my stains. It was there 
I learned that the plasmodium is not 
always found in perfectly frank ma- 
laria, also that one had to diagnose 
and treat these severe pernicious 
forms at once or lose the patient. 

The time taken to record a com- 
plete history and examine a case 
properly is not very great if a defin- 
ite routine is followed. Such routine 
has the advantage of giving a com- 
plete survey of the patient and often 
discovers disease far remote from the 
one complained of, as is so frequently 
shown in active tuberculosis cases 
who also have active gonorrhea. I 
find myself frequently embarrassed 
by just such situations because of be- 
ing in too big a hurry to properly ex- 
amine the patient. In one instance I 
recommended for transfer to Hot 
Springs, Ark., a case of supposed 
rheumatism of the right shoulder 
joint, which was actually an amebic 
abscess of the liver. A few such in- 
stances as this will convince us of the 
necessity for a careful routine, re- 
ligiously adhered to in every single 
case, regardless of its nature. I 
would like to make the assertion, 
without fear of successful contradic- 
tion, that failure to diagnose a case 
is almost always due to neglect in 
carrying out an orderly routine and 
spending insufficient time with the 
patient rather than to inferior ability 
on the part of the examiner. Hard 
work, coupled with common sense 
and an average knowledge of medi- 
cine, is the keynote of diagnostic suc- 
cess. 

One should take notes on every 
case he treats. It will make him 
study his cases more carefully and 
also furnishes a comparative study of 
disease not obtainable from books. 
Read the story of Sir James Mac- 
Kenzie if you feel that your time is 
too precious to do this. While doing 


a busy general practice in a country 
community he found time to record 
an accurate history, physical exam- 
ination, and the results of treatment 
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in almost every case. He further- 
more obtained, in permanent form, 


‘polygraphic tracings of every case 


showing any heart disturbance and 
thousands of normals. Today he is 
one of the leading authorities on 
heart disease. There is, therefore, 
no end to our accomplishment if we 
would only utilize the time we have 
at hand each day. 

There are often situations, it is 
true, when we must handle cases very 
expeditiously—quantity production as 
it were—as in the case of epidemics, 
the daily sick call, and in special sur- 
veys of troops. I will try, however, 
to show later how this may be done 
without completely sacrificing an or- 
derly routine calculated to reduce our 
mistakes to the minimum. The fol- 
lowing outline of history and physi- 
cal examination is especially suited to 
hospital cases, but can be moulded to 
fit any situation if it is fixed in your 
mind well enough to become usable. 
I would suggest that, whatever rou- 
tine one adopts, he should write it 
down first and follow such outline 
until its steps become automatic. By 
so doing, it is not long until one can 
go through every essential detail in a 
very short time indeed—about twenty 
to thirty minutes for hospital pur- 
poses and proportionately shorter or 
longer as the situation demands. Very 
frequently it becomes necessary to en- 
large on some special examination 
such as the chest, when you discover 
some sign or symptom indicating pos- 
sible tuberculosis. This will, of course, 
require time to do thoroughly. A 
mental examination alone requires 
much time to record every factor en- 
tering into a diagnosis of mental dis- 
ease. It is not intended, therefore, 
to carry you afield into every spe- 
cialty, even if I were capable, but to 
present a method of classification and 
diagnosis of the vast majority of dis- 
eases and to lead you in the proper 
direction for more thorough study of 
the others. It is manifestly impracti- 
cable, even in the best hospitals, to 
carry a patient through every possi- 
ble examination and study. Obviously 
one would not make pyelograms, do 
spinal punctures, or take gastrointes- 
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tinal x-ray series, as a routine meas- 
ure. There should be some definite 
indication for such in each case, 
shown by your routine examination. 
It therefore becomes a big factor in 
ruling out and excluding those things 
not required to be done. The habit 
of ordering every conceivable special 
procedure on a patient, just to be 
sure “nothing is overlooked,” is a 
lazy man’s method of seeming indus- 
try, serves no good purpose, and 
should be condemned. A physician 
should be prepared to show the nec- 
essity for each procedure he recom- 
mends. 


It so happens that in our work in 
the army we must adopt methods cal- 
culated to handle large bodies of men 
in short periods and frequently are 
compelled to consider averages. For 
example, take the method of examin- 
ation for tuberculosis adopted in the 
army during the war. The actual 
time necessary to completely examine 
a tuberculosis patient under hospital 
conditions and to record the findings 
will average something like twenty to 
forty minutes, yet Colonel Bushnell 
and Major Bruns developed a rapid 
method whereby they could examine 
troops in line in three minutes and 
established the high efficiency of 
about 97 per cent of correct diag- 
noses as to the existence or non-exist- 
ence of the disease. All cases taken 
out of line by such method were later 
gone over more carefully and the di- 
agnosis confirmed. Certainly they 
must have failed to discover many 
cases, but the per cent was very low. 
They have adopted what seemed the 
best method of securing the highest 
average of correct diagnoses in a 
difficut situation, and the result of 
their work alone stands out as a re- 
markable achievement in medical his- 
tory. 

The “sick call,” requiring, as it 
does, quick decisions with slight in- 
formation, will demand some system 
of sorting the sick from the well. It 
is not a place for complete diagnosis 
and treatment except for trivial cases, 
yet the number of correct diagnoses 
made is often very high. If the pa- 
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tients’ temperatures are taken before 
they reach the doctor (i. e., by an or- 
derly or sergeant) and each one is 
partly or wholly undressed, I believe 
that the average medical officer can 
dispose. of his cases in two or three 
minutes average time. Many cases, 
such as injuries, will be obvious and 
require only an instant to stand 
aside; others require more. A short 
history showing the complaint and 
immediate cause, with a quick exami- 
nation of the throat, lungs, heart and 
abdomen, can be made in five min- 
utes. When the patient is found to 
have something requiring further 
study, this can be made immediately 
after sick call or at some other suit- 
able time. Those going to hospital 
can be looked over more thoroughly 
after the line has gone through and 
rarely require more than a few min- 
utes in which to make a tentative di- 
agnosis. An extremely large number 
of cases do not actually need to go on 
sick report, yet receive frequent 
treatments. These cases. present 
chances for thorough and complete 
study by the regimental surgeon,. 
when he can go over them more at 
leisure. In other words, here, as 
elsewhere, one must adapt himself to 
the situation, attempting to attain the 
highest average, and doing the most 
complete work possible under the cir- 
cumstances. 

It is not intended that this outline 
shall be considered as hide-bound in 
the least. Only salient points can be 
mentioned to indicate a method of 
procedure. No outline can be ap- 
plied literally to all cases and as a 
general proposition printed history 
forms are bad. 

HISTORY 

Name. Age. Martial State. Length 
of Service, etc., on 55-A. 

Occupation: 

(1) Laborer, gives a clue to men- 
tal equipment, physical endurance, 
exposure. 

(2) Clerk, may reveal effort syn- 
drome or other developmental physi- 
cal defect. (The law of selective em- 
ployment applies). 

(3) Farmer-boy, probably has not 


il 


256 


had all the acute infectious diseases. 
More likely to be sufferer of hook- 
worm, malaria and dysenteries. Not 
versed in the serious possibilities of 
venereal disease. 

(4) Cavalry soldier, often asth- 
matic and anaphylactic to horse se- 
rum requiring caution in giving anti- 
toxins. 

(5) It is well to inquire into all 
former occupations and pay particu- 
lar attention to painters, lead work- 
ers, miners, wind instrument blowers, 
glass blowers, and to any occupation 
recognized as having a definite bear- 
ing or connection with disease. To 
state occupation as ‘‘a soldier” does 
not aid materially and is incomplete. 

Tropical Service (Residence).— 
This should show a brief of all resi- 
dence, before and after entering the 
army. Malarious districts, Mexican 
border service (amebic infections, ty- 
phus and Malta fever). 

Habits. — Should include other 
things than alcohol, such as hours of 
work, eating and sleeping, tobacco, 
constipation, mode of dress, personal 
hygiene or any habit which might 
give a clue to his ailment. 

Family History.—There is no “neg- 
ative’ family history. Every man has 
a mother and father and a statement 
as to their ages and condition of 
health is essential. Brothers and sis- 
ters must each be described, condition 
of health, or cause of death in each. 
If there are many deaths in the fam- 
ily, careful effort should be made to 
find the cause. Do not take the man’s 
diagnosis without satisfying yourself 
of its probable accuracy. The condi- 
tion of the wife’s health, miscar- 
riages and health of children—all are 
very essential. Inquire especially as 
to his home conditions if married and 
the kind of home life during his 
childhood. These bear directly on 
whether or not he lives a sanitary 
and wholesome life. 
tention to chronic diseases such as 
diabetes, cancer, tuberculosis, blood 
diseases. 

Previous Personal History. — Not 
only refers to past diseases but past 
life. Question carefully regarding all 


Give special at- 
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the usual diseases, such as typhoid, 
pneumonia, influenza, measules, ma- 
laria, diphtheria, rheumatism, tonsili- 
tis, acute colds, cramps, vomiting at- 
tacks, dysentery, small pox, scarlet 
fever, pertussis and influenza and in 
each case satisfy yourself that each 
one claimed is properly diagnosed. 
For example, rheumatism may have 
been simply fleeting pains, malaria 
may have been guessed at. Repeated 
“influenza” may be repeated mani- 
festations of an early tuberculosis 
and improperly called “Flu.” It is 
rare indeed that one cannot secure 
previous history which will throw 
light on the present condition. If the 
patient claims that he was never sick 
before, make him describe everything 
he has done, all his various jobs, 
what medicine he has taken, how 
regularly he has attended school, 
work, etc., and you will frequently 
uncover some pertinent facts. 
Gunshot Wounds and Other Casu- 


alties—Here describe all surgical op- 
erations and injuries, and enlarge on 
anything not fully described above. 
If there has been an appendectomy, 
find out how many attacks prior to 
operation, and how long sick. Chol- 
ecystectomy points to serious meta- 
bolic disturbances, which demand in- 
formation as to the state of health be- 
fore and after such operation. Re- 
moval of the gall bladder with stones 
does not necessarily cure the condi- 
tion originally causing the stones. 
Venereal History.—Question care- 
fully as to eruptions, sore on penis, 
urethral discharge and satisfy your- 
self of the existence or non-existence 
of such. Do not write “negative.” 
Present Complaints (Condition on 
admission sheet). — Ascertain here 
each and every complaint of the pa- 
tient and set them down in numerical 
order, such as: vomiting, loss of ap- 
petite, loss of weight, headache, pain 
in abdomen, bloody urine, etc. Ques- 
tion him carefully to obtain those he 
has overlooked or perhaps has not 
considered of consequence. For ex- 
ample, the patient may be weak, 
dizzy, dyspneic, and extremely ane- 
mic and yet not mention a slight sore- 
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ness of the tongue which is possibly 
the most pathognomonic symptom of 
pernicious anemia. Try to elicit the 
outstanding features only at this 
point without too much loss of time. 
Thorough discussion of each com- 
plaint should be made in describing 
onset and course. 

Onset and Course.—First, give a 
short description of the length and 
general course of the disease and 
then take up each complaint in order, 
describing its origin, duration, char- 
acter, severity, time of occurrence, 
relation to food, rest and exercise. 
For example: pain in abdomen should 
be located, its severity and duration 
as well as relation to meals, work, 
rest, and taking of soda, ascertained. 
Is it associated with nausea, followed 
by vomiting or relieved by such? 
This part of your history will form 
the main body of the narrative and 
if well-taken often presents a read- 
able treatise of the condition. There 
are frequently developed facts unre- 
lated to the actual condition, but their 
insertion is called for and sometimes 
serve as leads in obscure ailments. A 


multiplicity of irrelevant complaints 
and a voluminous enlargement in de- 
scribing the onset and course, particu- 
larly when much of it fails of orderly 
analysis, speaks for mental or ner- 
vous phenomena instead of actual 


physical pathology. Skillful ques- 
tioning often aids in bringing out 
facts not previously apparent to the 
patient and helps you build the struc- 
ture. To do this one must have in 
mind the various possibilities in the 
case and quiz accordingly. 

Inventory. — At the end of each 
history an inventory should be made 
according to the various symptoms, 
such as: 

Nervous system: no dizziness, no 
fainting spells, no headaches. 

Gastrointestinal system: no vomit- 
ing, pain in stomach after eating, no 
diarrhea, etc 

Cardio-vascular system: 
tion, swelling of feet. 

Respiratory system: 
cough, bloody sputum. 

Genito-urinary system: nocturia. 

Mentioning all positive findings and 


palpita- 


dyspnea, 
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calling attention to the non-existence 
of other usual findings, so as to aid in 
differential diagnosis. At this point 
you will usually find it necessary to 
go back and question more closely to 
ascertain whether or not he has a 
certain symptom, which you think he 
should or should not have. It is here 
that you take a stock of your patient 
and make an effort to round out the 
picture. It will show how careful 
you have been in your history taking. 
It furthermore serves as a ready ref- 
erence to your conclusions at this 
point. In probably 90 per cent of 
your cases you will have formulated 
a fairly correct diagnosis at this point 
which further work will prove or dis- 
prove. 


The Physical Examination. — You 
cannot examine a patient thoroughly 
unless you have proper equipment 
and have your patient in a compara- 
tively quiet place away from disturb- 
ing interruptions. Each physician 
should have his own stethoscope, of 
the best make. The ear pieces should 
fit snugly but not hurt the ear. A 
small pocket flashlight, a percussion 
hammer, skin pencil and blood pres- 
sure instrument are essential. I fur- 
thermore feel that every physician 
who waits on the sick in hospital 
should wear a gown. There are sev- 
eral good reasons for this. It pro- 
tects his clothes and is a means of 
causing him to examine the patient 
more carefully. You cannot possibly 
examine and treat a sick man with- 
out coming into close personal con- 
tact with him, and you owe it to 
other patients and to your family not 
to become a direct carrier of diseases. 
The appearance of physicians in 
clean white gowns has a beneficial 
effect on patients, personnel, and vis- 
itors. 

I. General Description of the Pa- 
tient—Note general appearance; is 
he acutely ill, dull, bright, in appar- 
ent pain or distress? What is his ap- 

arent age? Is he ambulant, or in 
or quiet or restless? Does he reply 
intelligently and freely to questions? 
Is he stupid, ignorant and indiffer- 
ent? Try to obtain a good estimate 
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of what you see, noting especially ob- 
vious ‘abnormalities; such as, cya- 
nosis, distressing dyspnea, flushed 
features, puffy eyes, icterus, pallor. 
In fact practice the art of taking in 
at a glance every unusual feature. 

Now start with the head and pro- 
ceed in an orderly routine manner to 
examnie every portion and system of 
your patient. 

Head: note any abnormalities. Ex- 
amine scalp and face, note facial 
tremors. 

Eyes: mention whether or not 
sclera is clear, yellow, red, or in any 
way abnormal. Pupils: reaction to 
strong light. Mucous membrane: red 
or pale. 

Mouth: condition of mucous mem- 
brane, teeth, gums, tongue, throat, 
and tonsils. Note steadiness and con- 
dition of the tongue. 


Nose: discharging, pinched, de- 
formed, blue, red, breathing passages 
open? 


Ears: discharging, clean canals, 
tophi, eczema, tenderness over mas- 
toids? 

Neck: adenopathy, thyroid gland, 
venous pulsation, condition of sterno- 
mastoid muscles. 

Chest (Lungs): shape, size, expan- 
sion, supra-clavicular retraction, 
prominent ribs, bulging interspaces, 
Litten’s sign. Palpation: not of very 
much value except where marked 
conditions present. Percussion: com- 
pare notes on both sides, covering 
whole chest, percussing lightly. Aus- 
cultation: breath sounds, whispered 
voice, moist rales, rhonchi, rubs, 
clicks, sternal sounds, marginal 
sounds, describe accurately the physi- 
cal signs and do not say “normal.” 

Heart: locate apex beat by inspec- 
tion and palpation (never overlook 
this). Percuss out left border, right 
border, and aortic width, and state 
the measurements in c.m. in every 
case. Palpate for thrills at apex and 
base. Listen carefully for first and 
second sounds and note sharpness, re- 
duplication, extra systoles and 


rhythm. State whether or not. there 
are murmurs-and if present the kind, 
i. e., systolic or diastolic, : 
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Do not say “mitral murmur’ or 
“aortic murmur.” If diastolic, are 
they late, early, or mid-diastolic? De- 
scribe character and area of trans- 
mission. Listen with patient in prone 
as well as standing position, also with 
breath held in forced inspiration and 
expiration. Murmurs due to mitral 
valve lesions are heard best in prone 
position, aortic in standing. Note es- 
pecially the aortic and pulmonic sec- 
ond sounds. Are they sharp? Which 
is sharper? Count the heart rate and 
set it down to compare later with the 
pulse rate. The blood pressure should 
be taken in every case and recorded, 
using stethoscopic method. Note 
whether pulse pressure is large or 
small. 

Pulse.—Give rate, rhythm, force, 
character,. comparing both wrists. 
Look for Corrigan’s pulse and capil- 
lary pulsations in all suspected aortic 
lesions. Compare rate with that at 
apex and not deficit. If there seems 
to be missed beats compare with the 
waves in jugular veins with patient 
lying down. 

Abdomen. — Describe general ap- 
pearance, bulging, eruptions, or re- 
tractions. Palpate carefully, going 
over every portion, feeling for the 
spleen, liver, masses, tenderness, and 
note each. Light palpation is the 
only kind which will reveal delicate 
changes. The abdomen should be 
percussed, outlining the stomach, con- 
firming the liver and spleen borders, 
and locating fluids. It is remarkable 
how much valuable information one 
can get from physical examination of 
the abdomen with nothing but his 
bare hands, coupled with a carefully 
taken history. I believe it will reveal 
more information than all laboratory 
aids combined. The presence of old 
scars should be noted and recorded 
and further information as to their 
causes obtained. The patient should 
be examined both lying down and 
standing to note displacement of 
masses, liver, spleen, kidneys, and 
Se condition of viscera in gen- 
eral. 

Genitalia and Anus.—These sub-. 


. jects should have a separate heading . 


JUNE, 1924. 
and one should mention presence or 
absence of adenopathy, scars on 
penis, hernia, signs of active disease 
and abnormalities of any kind. Erup- 
tions and cleanliness should be noted. 
The anus should be inspected for ul- 
cers, abrasions, hemorrhoids, signs of 
irritation from acid evacuations and 
cleanliness. 

Extremities——These should all be 
- gone over noting eruptions, deformi- 
ties, clubbed fingers, size and condi- 
tion of joints, varicose veins, scars 
from old ulcers, sweating, etc. 

Neurological.—Reflexes: start with 
the plantar, then take ankle, knee, 
cremasterics, abdominals and deep 
arm reflexes. If these are normally 
brisk the nervous system will usually 
be intact. Station and gait should be 
described in ambulant cases. 

A description of any special condi- 
tion, as a generalized eruption, may 
now be given and ordinarily should 


complete the average routine exam- - 


ination. 
Mental.—The mere performance of 
the above examinations will usually 


indicate the presence or absence of 


any mental disorder. Loss of light 
reflexes, disturbed knee jerks, and 
scanning speech with facial tremors 
suggest paresis. Rhombergism is not 
positive just because there is swaying. 
There are few people who do not 
sway slightly with the eyes closed. 
Should there be suspicious signs of 
incoordination other tests should be 
tried to confirm this. Facial tremors 
with or without a washing out of the 
normal wrinkles and lines demand 
careful investigation. A history show- 
ing multiplicity of irrelevant com- 
plaints and exaggerated reflexes 
point to a neurosis. Those who de- 
velop queer mannerisms, are stupid, 
indolent, inattentive, and otherwise 
abnormal during the examination di- 
rect you into the proper channels for 
further study. 

Record all findings clearly and in 
simple language. Do not try. to use 
brilliant and little known terms. 
Never describe a sign or symptom by 
some man’s name if you .¢an,avoid it. 
If the knee-jerks are jabsent, say so, 
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and not that Westphal’s sign is posi- 
tive. It is better understood. It so 
happens occasionally that some con- 
ditions may be beter destcribed by a 
name like “Romberg’s,” which is so 
universally known, but a description 
of the kind and amount of swaying 
present serves to add clearness: even 
here. Do not say Graves’ disease or 
Basedow’s disease for exophthalmic 
goiter. There are, I think, a few ex- 
ceptions to this rule; example: Addi- 
son’s disease has no other very good 
name. 

When a good history has been writ- 
ten and a thorough physical examina- 
tion made a diagnosis is practically 
always apparent. It will be found 
that most laboratory and special ex- 
aminations afterwards are confirma- 
tory only. Furthermore, one can: 
more intelligently request the kind of 


examination which will aid in clear- - 


ing the diagnosis. 

One should make a practice of put- 
ting down a tentative diagnosis ‘as 
soon as the history and examination 
are completed and immediately below 
this make a note of the special ex- 
aminations, such as x-rays, laboratory 
and consultations, considered neces- 
sary to aid him in completing the 
case. It is good practice, and a fail- 
ure to make a correct diagnosis will 
often be of great value in directing 
his judgment for future work. 


Laboratory and Special Study.—It 
is the nature of things in army work 
that we must secure many routine la- 
boratory examinations which are not 
actually called for by the nature 
of the case. Routine Wassermanns 
have done more than any other thing 
in controlling the morbidity from 
syphilis. Routine urines and blood 
counts are universal for all hospitals. 
Routine venereal inspectins, routine 


- sanitary inspections and even routine 


visits by the Inspector General’s De- 


' partment, all have a valuable place 


-In the prevention of disease and put- 


ting our medical practice on the high- 
est possible basis. We are, therefore, 
not doctors solely in. the sense of the 


_average civil practitioner, but are, to 
a 


degree,. specialists in preventive 


ll 
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medicine as well. There is, however, 
a reasonable and happy medium, 
which we can determine by a careful 
study of each case, in determining 
thé things necessary to ask for from 
the laboratory, x-ray, and other aids. 
I believe we should practice doing 
everything possible to clear up our 
case clinically before asking someone 
else to aid us. If we are located 
where the endameba are present, it 
is certainly wise to secure stool exam- 
inations in all cases remaining in the 
hospital long enough. 

A case coming to hospital and 
showing albumen and casts in th~ 
urine without obvious cause to indi 
cate its secondary nature should or- 
dinarily require the following addi- 
tional study: day and night output of 
urine, a 2-hour specific gravity test, 
and a phenolsulphonephthalein excre- 
tion. These are simply and easily 
done and if normal, often end the 
case at this point. If not, blood 
chemistry may be asked to show ni- 
trogen and salt retention, and if fur- 
ther study is indicated the output of 
_ these articles in the urine, after a 

measured diet, may be ascertained. 
This work, however, is highly tech- 
nical and requires much labor. Con- 
sequently they should be asked for 
only when positively indicated. They 
are not essential to the diagnosis of 
nephritis. In pregnancy frequent es- 
timations of the twenty-four-hour out- 
put of urea in grams is essential to 
proper management. 

In gastrointestinal cases when we 
develop a fairly consistent history, 
showing pain after eating, relieved 
by foods or soda and with tenderness 
sharply localized over a point near 
to the upper and right side of um- 
bilicus we should put the patient on a 
meat-free diet and after three days 
have the stools examined for occult 
blood. This is one of the most sig- 
nificant signs in peptic ulcer. Our 
next step is to do a careful clinical 
gastric analysis asking for the con- 
tent of total acid, free HCl and com- 
bined HCl in each tube, also the pres- 
ence of lactic acid, blood, mucus and 
ferments. The diagnostic tube will 
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furnish valuable information other 
than that secured by chemistry and 
which we must note ourselves. It will 
show large gastric retention, free 
blood, mucus, undigested food from 
the night sandwich, particles of tis- 
sue, the ease or difficulty of swallow- 
ing the tube, and many little points 
regarding the temperament of our pa- 
tient, all of which aid in diagnosis. 
The presence of large quantities of 
gas in the stomach and a history of 
passing gas by bowel point more to 
disease of the gall bladder than duo- 
denum or stomach. X-rays of the 
gastrointestinal tract should never be 
done until the case has been thor- 
oughly studied by every reasonable 
means to establish a diagnosis. If 
the case is worked up in this way so 
that the clinician and roentgenologist 
both have a definite object in view, 
the likelihood of a correct finding is 
much improved and much needless 
delay and expense will be saved. If 
we will only recall how indefinite 
and inclusive the x-ray evidence is at 
times and how dependent it is upon 
the total clinical picture for accurate 
interpretation, it will aid all con- 
cerned. The habit of sending poorly 
studied cases to the x-ray is inexcus- 
able and should be condemned. 

Consultations with other officers 
should be freely sought in all cases 
where there is any question of doubt. 
I sometimes think that we do too 
much of it. We are all doctors and 
can all examine chests, abdomens, 
etc., and if by doing so we discover 
some condition not understood, then 
help should be sought. It may be 
wise sometimes, however, to call in 
someone even when the condition is 
understood, for the purpose of moral 
or other support or to satisfy the pa- 
tient and protect the medical depart- 
ment. We are all striving to accom- 
plish the same thing—that of handl- 
ing and treating the sick, and the 
more team work developed the 
greater the collective and individual 
success. 

Finally, let me state that no one 
can lay down inflexible rules or for- 
mulae which will tell you how to di- 
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agnose and treat disease. It is said 
that the mark of a good bridge 
player is to know when to break the 
rule, and I believe such applies here 
as well. Just remember that no 
amount of didactic teaching or study 
will tell you how to recognize ac- 
curately an enlarged spleen or liver, 
or the difference between systolic and 
diastolic murmurs. You must seek 
this information by first hand study. 
One of Forcheimer’s favorite expres- 
sions was that “the spleen is not go- 
ing to tell you it is enlarged and ten- 
der.” We mast put our hands on the 
patient to determine this fact, and, 
furthermore, we must constantly feel 
normal abdomens if the abnormal is 
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to be recognized. The same principle 
applies to hearts, lungs, ears and 
throats. Look at them, feel of them, 
and listen to them constantly in an 
effort to recognize expressions of ac- 
tual disease. Keep in mind normal 
functions and recognize that if a 
heart or other organ is performing 
that normal function it is not sick, 
regardless of its size, shape, or pre- 
vious condition of servitude. Learn 
the difference between abnormal 
signs that do not mean disease and 
those that do. Follow your case as 
long as you can and learn the final 
outcome, comparing this with your 
first opinions. In this way only can 
we really learn medicine. 


DIAGNOSIS OF TUBERCULOSIS* 
C. M. HENDRICKS, M. D., El Paso, Texas 


After nineteen years devoted ex- 
clusively to the study of tuberculosis, 
I have come to several definite con- 
clusions; among them is that the 
most important thing is diagnosis, 
early diagnosis, and the control and 
prevention of tuberculosis absolutely 
depends upon it. However, the mere 
early diagnosis is comparatively val- 
ueless unless intelligent treatment is 
insisted upon at the time of diagnosis. 

All of us here have a greater knowl- 
edge of tuberculosis than in many 
other cities, and a great many things 
I might say would be superfluous. 1 
think it important that I should em- 
phasize the fact that if we are to 
control and make general progress in 
the reduction of mortality of tuber- 
culosis, we must concentrate on the 
general practitioner and the pediatri- 
cians. There are several important 
facts which they must have constant- 
ly in mind. They should be made to 
understand that tuberculosis is a cur- 
able disease in its early stages. They 
must be made to understand that in- 
fection takes place in childhood; that 
practically all persons are infected 
before they attain the age of 15 
years; that the disease in later life is 


probably in most instances an exten- 
sion from early infection; that infec- 
tion does not mean a clinical disease; 
that there can be no clinical tubercu- 
losis without one or more symptoms: 
that it is not necessary to find tuber- 
cle bacilli in the sputum; that it is 
not necessary to find rales in the 
chest; that a family and personal his- 
tory is the most important adjunct in 
making an early diagnosis. I will 
not go over the details of a personal 
history, but there are a few things I 
would like to say about the pitfalls 
concerning our diagnosis of tubercu- 
losis. Our stethoscope is a valuable 
adjunct, but quite often leads us to 
trouble in certain types of cases. In 
early life, as you know, a primary 
lung focus gives rise to secondary in- 
fection of glands, and from these the 
lung is again infected in a case where 
the disease is infectious. Nearly al- 
ways immunity has by this time 
reached a high level, the lung infec- 
tion is a slight one and life is in no 
way threatened. Here and there we 
find a case where from early age or 
other reason immunity fails and dis- 
ease spreads outwards, showing itself 
in the x-ray picture first as mottling 
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round both roots, later involving a 
larger and larger portion of the lung, 
till in late stages, it appears to reach 
out to the periphery. This is the con- 
dition, whether slight or serious, 
which we speak of as hilus tubercu- 
losis. However the spread is ac- 
complished, it has begun deep in the 
lung and has only at a late stage 
reached the periphery over which our 
stethoscope can come in contact. 

A child may be found with symp- 
toms suggestive of tuberculosis. What 
does one find on physical examina- 
tion? Careful examination in prac- 
tically all cases will show a paraver- 
tebral dullness disposed as a semicir- 
cular area against the spine. We also 
find an increased parasternal dull- 
ness, blowing breath sounds over the 
upper vertebral spines, and various 
other signs; but what you do not find 
except in the advanced stage of the 
disease is crepitant rales. Indeed, the 
stethoscope may tell you nothing at 
all in such a case. Do not therefore 
say there is no disease of the lung 
because rales are not present. From 
a good history and from a physical 
examination and from the x-ray pic- 
ture, you can with confidence in most 
cases say such a child has hilus tu- 
berculosis, You cannot say from phy- 
sical signs whether the disease is la- 
tent or active or whether both lungs 
are filled with active bronchopneu- 
monic tubercles. The visible signs are 
the same in all these instances and 
the diagnosis has to be deduced from 
the symptoms, the amount of i!!ness 
and the x-ray picture. The x-ray in 
the tuberculosis of childhood is very 
important. In infancy and up to the 
age of five years, the lung picture is 
pretty clean in a healthy child and a 
superadded tuberculosis or broncho- 
pneumonia is very clear and appar- 


ent. However, the x-ray picture of a~ 


child of school age, from nine years 
upward, may be greatly shadowed 
with past sins in the shape of sili- 
cosis, or of healed tubercles and other 
chest infections and it requires a lot 
of experience to interpret correctly. 
In a slight infection with activity, the 
x-ray is of little value; fortunately in 
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the more serious cases with extensive 
activity, the x-ray is of greater value 
than in the diagnosis of childhood. 

In speaking of hilus tuberculosis, it 
is necessary to consider an adult who 
may also develop a deep-seated or 
hilus tuberculosis. For the patient’s 
sake, it is important that he cough, 
otherwise his chances of recognition 
are small. These cases cough very 
little in the early stages and when 
they do, they take small heed of it. 
The main symptoms in such cases are 
those of neurasthenia; it is a neu- 
rasthenia, but of toxic origin, and 
many of these cases have been 
treated for many months and even 
years for neurasthenia at the outset. 
Once such a case is labeled neuras- 
thenia, his chance for a correct diag- 
nosis has been postponed indefinitely 
and quite often the general practi- 
tioner and the neurologist have been 
surprised to learn that some of their 
favorite neurastheniac cases died of 
pulmonary tuberculosis. Thus neu- 
rasthenia as an early sign of tuber- 
culosis is even more recognized by 
the neurologist than by the general 
practitioner. 

During the World War, I was 
called numbers of times by the neu- 
rologist and the psychiatrist to ex- 
clude tuberculous infection in cases 
that were sent to them for treatment 
for neurasthenia. How can the gen- 
eral practitioner and all the rest of 
us, for that matter, establish from di- 
agnosis deep-seated or hilus tubercu- 
losis simulating other conditions? 
First, and especially, by recognizing 
its possibilities, and by using all 
means to exclude or confirm it; a 
careful history, a temperature chart, 
x-ray picture, and a search for physi- 
cal signs we know should be present 
in such cases. In the adult, the al- 
most always present sign is Kronig’s 
resonance. It is a fact that a lung 
may be full of deep-seated tubercu- 
losis without giving any sign of this 
at the surface. Understand and rec- 


ognize the fact that your stethoscope 
may be useless in such cases. 

There is another condition in which 
the misuse of the stethoscope is com- 


; 
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mon. I speak here of latent cases of 
pulmonary tuberculosis that have 
been healed and well for years and 
come up occasionally for physical ex- 
amination; we find latent rales .and 
we are convinced or come to the con- 
clusion that this patient has active 
tuberculosis again. I have learned 
from experience that quite often this 
is in error and that hundreds of ar- 
rested cases of tuberculosis are going 
about their daily duties who have 
these crepitations present and who 
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will continue to have them through- 


‘out life. A hemorrhage is not always 
an indication of the return to activity 
of the disease. Neither is an oc- 
casional rise of temperature. These 
febrile attacks are due, no doubt, to 
secondary infection and are most 
often periodic. So, therefore, it is 
plain to my mind that the stethoscope 
may reveal nothing in a far advanced 
deep-seated tuberculosis on one hand, 
and reveal rales in an arrested case 
in the other. 


THE VALUE OF X-RAY IN THE DIAGNOSIS OF PULMONARY 
TUBERCULOSIS* 


The x-ray is a very valuable aid in 

conjunction with physical examina- 
tion in the diagnosis of pulmonary 
tuberculosis. Fluoroscopic examina- 
tion and stereoscopic films or plates 
should be made. A careful written 
history should first be made, then the 
findings of physical examination 
should be written into the history, 
then there should be added the writ- 
ten laboratory and x-ray findings, and 
finally after correlation of all the 
data obtainable, a conclusion can be 
drawn that will be as accurate as it 
is possible to make. Physical exam- 
ination of the chest is incomplete 
without the information obtainable 
from x-ray study. 

Until the general practitioner of 
medicine can detect the physical 
signs of tuberculosis with a greater 
degree of confidence than is done at 
the present it is the writer’s opinion 
that the report of the competent 
roentgenologist will be an important 
deciding factor in the diagnosis of 
pulmonary tuberculosis. 
that the findings of an expert roent- 
genologist of experience and judg- 
ment will check vey closely with the 
findings of an expert on physical di- 
agnosis, who has experience and 
judgment. The x-ray often reveals 
more accurate evidence of pathology 
than physical examination, neverthe- 


J. W. LAWS, M.D., El Paso, Texas 


The fact is . 


less physical examination including 
history and subjective symptoms, will 
give a more accurate interpretation of 
the pathology shown by x-ray. Fraser 
and Macrae (a) state the question in 
hand rather succintly as follows: ‘(1) 
The x-ray is a procedure of inestima- 
ble value in tuberculosis. (2) In many 
cases, perhaps most cases, the other 
older methods will establish the diag- 
nosis. (3) By the x-ray, one obtains 
a more complete clinical picture 
which justifies the extra expense. (4) 
Radiographs frequently disclose con- 
ditions not discoverable by other 
means. (5) The x-ray usually shows 
more pathology than would have been 
expected from the physical examina- 
tion. (6) The information from ra- 
diographs should simply supplement 
the physical examination. (7) The x- 
ray will not, therefore, supplant the 
older methods. The roentgenologist 
should go as far as he can in describ- 
ing his findings; he should make as 
much of a diagnosis and as much of a 
prognosis as he can, entirely from the 
x-ray findings. He should then con- 
sult with the clinician, and in con- 
ference make such changes in the fi- 
nal conclusions as may be indicated 
by the joint findings.” 

What x-ray films of the lungs may 
be expected to show is very well 
summed up by Granger (b) as fol- 
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lows: “Normal lung tissue can be 
accurately revealed by the x-ray film, 
but the radiologist must be familiar 
with normal lung markings and with 
the characteristic density of the nor- 
may lung tissue.” 

Excluding acute pneumonic infec- 
tions, tuberculosis is the most common 
lesion and it must be excluded before 
any other diagnosis can be submitted. 
The earliest recognizable lesion of 
adult tuberculosis is the Dunham fan, 
usually found in the apical region 
along the first or second interspace 
branches. It is formed when the in- 
flammatory exudate at the point of 
inoculation with the tubercle bacilli 
fills the air cells and terminal bron- 
chus of a secondary lobule. Dunham 
believes that the presence of two or 
more of these fans of different densi- 
ties in the location mentioned consti- 
tutes a lesion which is pathognom- 
onic of tuberculosis. After the apical 
lesion the most common one is caseous 
bronchopneumonia, which usually 
first invades the upper lobe above the 
second interspace, then the upper 
portion of the lower and median 
lobes, then the lower part of the up- 
per lobe. It may become confluent. 
Both lungs may be involved, but not 
to the same extent, as a rule. Acute 
miliary tuberculosis presents a char- 
acteristic picture, with fine studdings 
more or less evenly distributed 
throughout both lung fields; the his- 
tory and clinical picture are neces- 
sary to differentiate these from pneu- 
moconiosis. Basal tuberculous lesions 
without apical lesions are rare, and 
occur mostly in children. 

Watkins has found 172 cases of 
pulmonary syphilis in 6,500 examina- 
tions of the lungs and heart, and 209 
cases of syphilis complicating ad- 
vanced tuberculosis. The types of 
radiographs may show the following 
lesions, gummata with syphilitic peri- 
bronchial densities, syphilitic peri- 
bronchial densities; bronchostenosis 


with lung collapse and marked de- 
formity. Syphilis and _ tuberculosis 
may occur simultaneously in the same 


chest. 
Primary sarcoma is usually lympho- 
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sarcoma and is shown as a large sin- 
gle shadow; secondary sarcoma may 
appear as large or small, usually 
multiple, rounded circumscribed shad- 
ows. Metastatic carcinoma gives 
fairly regular shadows, apt to be lim- 
ited to a hilus region. Primary car- 
cinoma is less frequent, but presents 
a characteristic picture. The inva- 
sion may be either infiltrative or mil- 
iary. 

Cysts may be either echinococic or 
dermoid. 

In differential diagnosis the x-ray 
plays a very important role in show- 
ing the presence of foreign bodies in 
the lungs, in showing abscess of the 
lung, in showing localized interlobar 
empyema, in showing metastatic 
shadows in the lung tissue and medi- 
astinal glands in lympho-sarcoma and 
carcinoma. The x-ray also gives def- 
inite information as to number, size 
and character of cavity areas not re- 
vealed by physical signs. X-ray is 
also of value in making a decision as 
to the advisability of inducing artifi- 
cial pneumothorax; and when treat- 
ment is begun frequent fluoroscopic 
examinations will show definitely the 
amount of compression obtained, the 
displacement of the heart and medi- 
astinum; and the presence of small 
amounts of pleural exudates when 
formed. 

In classifying tuberculosis into the 
different stages of incipient or mini- 
mal, moderately advanced, and far 
advanced, the x-ray adds greatly to 
the accuracy of physical findings by 
following the rule laid down by 
Heise, Brown and Sampson. 

In prognosis x-ray gives informa- 
tion that has an important bearing in 
connection with physical signs and 
subjective symptoms. Pirie states 
“that favorable prognosis is based 
upon absence of abundant mottling; 
presence of calcification in roots of 
lungs, and better still, in parenchyma 
of lungs; also in no diminution in the 
size of the heart; unfavorable prog- 
nosis is based upon abundant fluffy 
mottlings; no calcification anywhere; 
diminution in size of heart; this dim- 


. 
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inution is out of proportion to that of 
other muscles.” 

Conclusions: 

1. The x-ray is of great assistance 
in diagnosing pulmonary tuberculosis 
and in determining the extent of the 
disease and in locating the size and 
character of cavities. 

2. The x-ray is of great assistance 
in correcting errors in physical exam- 
inations and in making a diagnosis of 
the non-tuberculous diseases of the 
lungs. 

3. The diagnosis of active tubercu- 
losis should-not be made from x-ray 
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plates alone, but only after considera- 
tion of the physical signs, subjective 
symptoms and complete clinical and 
laboratory examinations with corre- 
lation of all data thus obtained. 

4. After the diagnosis of tubercu- 
losis has been made, serial plates or 
fiuoroscopy at intervals is of great 
assistance in the treatment by means 
of pneumothorax; is of some assist- 
ance in prognosis; and is of value in 
conjunction with physical examina- 
tion, in giving accurate information 
as to extension of classification and 
progress of the disease. 


LABORATORY DIAGNOSIS OF 


PULMONARY TUBERCULOSIS* 


GEORGE TURNER, M .D., El Paso, Texas. 


The laboratory is useful in obtain- 
ing information regarding the diagno- 
sis of pulmonary tuberculosis through 
any or all of the following three 
agencies: (1) examination of the 
sputum; (2) the use of tuberculin; 
and (3) complement fivation test. 

(1) The examination of the 
sputum smear for acidfast bacilli by 
special staining methods is a _ pro- 
cedure familiar to every physician. 
The presence of acid-fast bacilli in 
sputum coughed from the bronchi 
and deposited at once into a clean 
sterile container, is conclusive evi- 
dence of a tuberculous infection some 
place in the respiratory passages. Un- 
fortunately for diagnosis, a tubercu- 
lous infection may exist and its pres- 
ence be not so easily identified. If ba- 
cilli are not found upon careful direct 
smear examination, at least 20 c.c. of 
sputum should be collected, and the 
antiformin method applied. This is 
a method for digesting the mucus and 
pus from a quantity of sputum by 
the use of equal parts of 15 per cent 
sodium hydroxide and 10 per cent 
sodium hypochlorite. If the organ- 
isms are few in number, this method 
makes it possible to get all that are 
present in a quantity of sputum on a 
single slide. If no tubercle bacilli 
are found by the antiformin method, 


a guinea-pig may be inoculated. The 
washed sputum may either be in- 
jected intraperitoneally, subcuta- 
neously or into damaged inguinal 
lymph glands. A small indurated 
nodule will appear at the point of 
subcutaneous injection within 10 to 
15 days, which softens into tuber- 
culous chancre. By squeezing this 
ulcerated area, a discharge may be 
obtained, which when stained shows 
tubercle bacilli. 

(2) An intradermal test, using 
O. T., may be carried out by freshly 
preparing a series of dilutions, rang- 
ing from 1:100 to 1:10,000,000. This 
is freshly prepared because tubercu- 
lin in high dilution deteriorates rap- 
idly and within a few days will be- 
come unreliable. The dilutions are 
made by setting up a series of six 
sterile test tubes with tube No .1 con- 
taining 9.9 c.c. of sterile physiological 
salt solution and each of the remain- 
ing five containing 9 c.c. of sterile 
physiological salt solution. With a 
sterile pipette 0.1 c.c. of O. T. con- 
taining 100 mgms. to the c.c. is added 
to tube No. 1 and thoroughly mixed. 
This makes a 1:100 dilution of which 
one c.c. is transferred to tube No. 2, 
making a 1:1000 dilution. This 
process is carried on to the sixth 
tube, making each succeeding tube 
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ten times more dilute than the pre- 
ceding tube. Tubes Nos. 1 and 2 
are discarded because of their con- 
centration. Intradermal injections 
from tubes Nos. 3, 4, 5 and 6 are 
made as in the Schick Test. A con- 
trol of sterile physiological salt solu- 
tion is also made. This method not 
only demonstrates whether or not the 
patient is sensitive to tuberculin, but 
shows a quantitative estimate of such 
sensibility. 

(3) The application of the com- 
plement fixation test to the diagnosis 
of tuberculosis has been carefully in- 
vestigated in recent years and con- 
siderable experimentation is going on 
at the present time. It seems that 

the best results have been obtained 
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by using physiological salt solution 
suspension of dead tubercle bacilli as 
an antigen. In summing up avail- 
able literature, it seems that the re- 
sults of this test agree with clinical 
findings in about 70 per cent of the 
cases. Some investigators report en- 
couraging results from using Lederle’s 
O.T. diluted 1:10 as an antigen. My 
personal experience has been with 
using a normal salt solution suspen- 
sion of dead tubercle bacilli as an 
antigen. It seems that patients who 
have resistance or who possess tu- 
berculous antibodies will show a pos- 
itive test, while others, who have 
ever so bad a tuberculous infection, 
will show a negative test, if their 
resistance to such infection is poor. 


“CURES” IN TUBERCULOSIS* 
E. A. DUNCAN, M. D., El Paso. 


No class of sick people is so well 
adapted to exploitation as are the 
tuberculous. The course of the dis- 
ease is essentially long drawn-out, 
exacerbations and remissions succeed 
one another over a period of years. 
One sort of drug treatment after an- 
other is followed without appreciable 
result and still the natural hopeful- 
ness of the consumptive keeps him 
ever on the hunt for a short cut out 
of his difficulties. Every physician 
who has much contact with the tuber- 
culous expects to find Tanlac or some 
of its congeners on the bath-room 
shelf of his supposedly intelligent pa- 
tient, to hear that he is being cured 
by somebody’s new inhalation, having 
his spine realigned or receiving some 
new and potent electrical vibrations. 
Quackery is as old as medicine and 
we shall have it with us until human 
nature undergoes some unforeseen 
and radical change. 

When we consider the fact that all 
so-called cures for tuberculosis last 
for a period of months to a year or 
two, even in one locality, the question 
at once arises how can they live at 
all? Granting that the victims are 
always eager to try something new, 


why does not a week or two suffice 
to convince any patient that he is 
again off on a false scent? The an- 
swer is that they all do good for a 
short period, provided, of course, 
that they are not directly harmful. 
In illnesses other than tuberculosis 
it is readily understood that the good 
effects may be permanent. Most of 
the diseases which we have to treat 
have a strong tendency toward re- 
covery. Many of them subside un- 
der any or no treatment. Indeed, it 
has been said that no disease is cur- 
able which may not sometimes un- 
dergo spontaneous recovery. The 
ailments which are totally imaginary 
yield as well or even better to quack- 
ery than to legitimate treatment. In 
tuberculosis — and by that I do not 
mean tuberculosis mistakenly diag- 
nosed—the situation is somewhat dif- 
ferent but the tremendous effect of 
suggestion is just as or even more 
powerful than in other illnesses in 
which the patients are less alert men- 
tally. I have been told by physicians 
who formerly used tuberculin that 
they not infrequently encountered a 
patient who developed the idea that 
tuberculin caused a rise in his tem- 
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perature. On the next tuberculin 
day saline solution would be substi- 
tuted for tuberculin. The tempera- 
ture rise followed in due course. Any 
treatment, however fantastic, is pro- 
ductive of good results for a time 
when directed with enthusiasm, real 
or feigned. We need only recall the 
good results obtained with the most 
varied forms of harmless medication 
which have been reported from time 
to time in most respectable medical 
journals. We need only recall the 
testimony of some sixteen or eighteen 
residents of El Paso, Texas, and Pine 
Bluff, Arkansas, who, quoted or des- 
cribed, declared for a new treatment 
in our own midst a year or two ago. 
The classical experiment of two 
French investigators, Matthieu and 
Dobrovici, is highly instructive in this 
regard. These physicians announced 
to their patients in the Andral Hos- 
pital in Paris that a new cure for tu- 
berculosis had been discovered and 
would be available within a short 
time. To this drug they gave the 
high-sounding name of Antiphymose. 
Everything was now done to arouse 
the excitement and enthusiam of the 
patients for the new cure. Medical 
histories were retaken in the greatest 
detail. The patients were repeatedly 
examined and with the most meticu- 
lous care, ostensibly to determine 
their fitness for the treatment. When 
excitement and anticipation had been 
worked up to a high pitch the arrival 
of the drug was announced. ‘“Anti- 
phymose” consisted of. nothing more 
or less than normal saline solution 
used subcutaneously. 

Treatment was now begun and the 
results were at once startling. Pa- 
tients who had been febrile now had 
normal temperatures, cough and ex- 
pectoration were reduced and gains 
of weight of three to six pounds were 
made within a very short time. In 
short, both subjectively and objec- 
tively the improvement yas remark- 


able. But, as was to be expected, the 
effect of suggestion in such a serious 
illness was not lasting and when in- 
jections were stopped the patients 
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rs reverted to their original condi- 
on. 

All such “cures” do not harm in 
themselves. The unfortunate part of 
the matter is that so often, if not usu- 
ally, the real curative measures are 
lost sight of in the enthusiasms for 
the new treatment, or, when it is 
based on quackery, they are neg- 
lected. Second, the final disappoint- 
ment of the patient is productive of 
nothing but harm. 

Since the original preparation of 
tuberculin by Koch in 1890 this sub- 
stance has been the basis of many 
proposed cures for tuberculosis. Dis- 
illusionment has followed in each 
case. I was once acquainted with an 
old German physician, the medical di- 
rector of a Swiss sanatorium, who, at 
the time Koch brought out tuberculin, 
was in charge of one of the large in- 
surance sanatoriums in Germany. I 
am indebted to him for some of the 
facts of the early history of tubercu- 
lin. On Koch’s recommendation tu- 
berculin was hailed with enthusiasm 
as a cure for tuberculosis and its use 
begun. It was administered in what 
we would regard today as massive 
dosage and the results were disas- 
trous. All over Germany the poor 
patients were “‘todespritzt’’—injected 
to death—as this doctor put it. This 
fiasco resulted in prompt abandon- 
ment of tuberculin and in Germany 
it was ten years before patients could 
be induced to submit to tuberculin 
treatment, so great was their mistrust, 
even with the small dosage proposed 
by Aufrecht and others. The old 
doctor could never persuade himself 
to use it again. It was not until 1907 
or 1908 that the present tuberculin 
era of infinitesimal dosage and avoid- 
ance of reaction may be said to have 
begun. 

Ten years ago I spent three months 
in Berlin for the purpose of making 
some personal observations on the 
Friedman cure, certainly the most 
widely advertised cure of recent 
years. In the preceding winter Fried- 
man had presented a paper before 
the Berlin Medical Society describing 
his new treatment for tuberculosis by 
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the injection of living tubercle bacili. 


said to be pathogenic only for rep- 
tilia. His results had favorably im- 
pressed several quite substantial med- 
ical men in Berlin though I was told 
that when he read his paper there 
were smiles on the faces of some of 
the more sure-footed and even an 
“Oho” or two from Orth, the patholo- 
gist, who at once challenged some of 
Friedman’s ideas. Friedman’s paper 
received a line or two in European 
papers, but in America it was her- 
alded from front pages and with the 
usual results, clamor for the treat- 
ment by the ever optimistic consump- 
tive. Friedmann speedily succumbed 
to the lure of America and in the 
spring came to this country and treat- 
ed a number of patients in New York 
and New England. I am told that 
great numbers of patients from all 
over the country, even from the 
Southwest, went to New York to meet 
him. When I was in Berlin his clinic 
was in charge of Schleich, of local 
anesthesia fame, a surgeon. There 
was no rush at. Friedmann’s clinic, 
though a number of patients were un- 
der treatment. I saw some apparent- 
ly favorable results, no doubt of the 
character of those obtained with 
“antiphymose,” and also some unto- 
ward results in the way of febrile 
exarcerbations and pulmonary bleed- 
ing after the injections. Freidmann’s 
cure has now been almost forgotten, 
though there has since been an oc- 
casional echo of it from some experi- 
menter who has beconie interested in 
some phase of its possibilities. It 
must be admitted that there is some- 
thing intriguing in the idea of im- 
munization by introduction into the 
body of living tubercle bacilli, but the 
hope for cure by the injection of an 
antigen, mild in character, in a body 
already swamped with a most power- 
ful antigen in the shape of living and 
pathogenic tubercle bacilli can hardly 
be taken seriously. These instances 
I mention to show what happens to 
cures. 


Oliver Wendell Holmes, always an 
interested student of charlatanry, 


wrote that quackery depended on the 
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use of drugs or at least a nomencla- 
ture that suggested them. This is 
not true at the present day when 
drugs occupy a position subordinate 
to mechanical quackery, to manual 


manipulations, electrical currents of 


various sorts, and mental cures, re- 
ligious and otherwise, even diabolical 
sometimes in the way they work out. 
All of these have been employed in 
tuberculosis though to a far less ex- 
tent than drugs. Many sorts of drug 
treatments have been used both by 
quacks and by conscientious though 
perhaps’ short-sighted physicians 
alike, and I am not casting any as- 
persions on the latter. The best that 
can be said of most of these cures is 
that, fortunately, they have been in 
themselves harmless. In a few words 
Fishberg has summed up the matter 
of medical treatment as follows: 
“we have no specific botanical, 
chemical or physical agent which 
when administered to a consumptive, 
will exert a selective action on the 
tubercle bacilli, as mercury and ar- 
sphenamine do on the spirochete of 
syphilis, and quinine on the malaria 
parasite. Nor have we a therapeutic 
agent which will enhance the resist- 
ance of the tissues against the rav- 
ages of the tubercle bacilli, or neutral- 
ize their poisons, or stimulate scler- 
osis of the affected area.” There is 
no such thing as a specific treatment. 
The measures we do have are the 
time-honored rest, fresh air and 
proper food with drugs in the posi- 
tion of supportive measures, for the 
relief of symptoms and above all for 
their psychic effect. In spite of this 
fact the list of drugs which have 
been used with a belief in their spe- 
cificity is too long to enumerate. 
Every year, perhaps every month sees 
some scientific gentleman arise with a 
cure for tuberculosis. Last week it 
was emanations of the male goat, 
just as plausible as some of the cures 
which have gone before and are now 
forgotten. What we need is a de- 
lousing station for cures to pass 
through before they gain newspaper 


-publicity and come_to the attention of 


the credulotis and unenlightened. 
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In this day and generation there is 
one test for a cure, honest and dis- 
honest, for who can always separate 
the two in the beginning? This test 
is made much the same way in which 
arsphenamine was studied. First, the 
cure must be studied in a large series 
of patients over a long period and the 
results judicially examined and evalu- 
ated. Second, it must be put in the 
hands of a number of competent and 
independent observers with hospital 
and laboratory facilities for its ex- 
haustive study for their confirmation 
or rejection’ on the results first ob- 
tained. When this has been done, and 
the judgment is favorable then it is 
legitimate for the rest of us to accept 
it for use among our own patients. 
Its honesty and value will then be 
proved. If this has not been done 
then the chances are that the cure is 
either dishonest or worthless. 

I would like, in conclusion, to vol- 
unteer a word of advice to anyone 
who wants to try a new cure and to 
anyone who plans to give one. To 
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the first I would say, “Do not delay. 
Take the new cure quickly while it is 
hot and effective, for it will not last 
long.” To the second, “Your cure 
must be impressive. Absent treat- 
ment and the laying on of hands re- 
quire too much imagination on the 
patient’s part; the pungent inhalation 
and the hypodermic needle are al- 
ways available. And charge. Re- 
member the importance of the quid 
pro quo; if your charges are insig- 
nificant, so will be your success. Work 
hard with the first patients, the re- 
sults in their cases must be good 
ones; then cures will, for a time, be 
as contagious as measles. Explain 
everything to your patients so that 
they will have much to tell others. 
But never tell the truth. If you pre- 
fer fact to fiction you are doomed to 
failure. The way to succeed is to 
assert forcefully and confidently not 
the truth, but what your patients 
want to hear. This is what the pub- 
lic demands and success depends on 
giving it what it wants.” 


TUBERCULIN AND AUTOGENOUS VACCINES* 
R. B. HOMAN, M. D., El Paso, Texas. 


Shortly after discovering the spe- 
cific organism of tuberculosis in 1882, 
Dr. Koch began the task of develop- 
ing a biologic product which would 
assist in overcoming the disease, and 
in 1890 he announced one which he 
named Tuberculin and with which he 
claimed to be able to produce im- 
munity in animals inoculated with tu- 
bercle bacilli and to arrest further 
progress of tuberculous processes in 
animals already infected with tuber- 
culosis. 

Tuberculin is a bacillary protein, 
made originally by Koch from the 
culture media in which the bacilli 
were grown and made later by other 
observers either by suspending the 
dead bacilli in a solution usually 
known as Bacillin Emulsion or by ex- 
tracting the protein from the killed 
and ground bodies of the bacilli in 
different ways. 


All of these preparations depend 
for action upon the same principle; 
that is, the specific bacillary protein: 
the difference in various products is 
largely quantitative rather than qual- 
itative. Tuberculin is not a poison, 
since it can be administered to non- 
tuberculous individuals in large doses 
without untoward results, reacting 
only in those infected. It has been 
extensively used both for diagnostic 
purposes and in the treatment of the 
disease—tuberculosis. 

Soon after Koch announced the 
preparation in 1890, it was used very 
extensively, largely by physicians 
who knew little of its effects, the 
rules of dosage, etc., and used on ad- 
vanced stage cases, with the result 
that it was more abused than proper- 
ly used and did not give the expected 
results. It therefore soon fell into 
disrepute with all save a few men 
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who continued its use, studying its 
effects and getting good results with 
it. There is no doubt but that tuber- 
culin, when properly and judiciously 
used, is of decided value in the treat- 
ment of tuberculosis in any part of 
the body. It has proved to be of spe- 
cial benefit in tuberculosis of the eyes, 
due largely to the fact that the focal 
reaction can be so easily observed 
and the dosage governed thereby. 

The mode of its action is two-fold: 

1. It increases the immune bodies, 
agglutinins, opsonins, etc., in the 
blood. 

2. It produces a passive congestion 
or reaction at the focus of infection; 
or, in other words, sends a larger 
per cent of immune bodies to the af- 
fected area. 

There are two very important gen- 
eral rules which should be kept in 
mind by those who undertake to ad- 
minister tuberculin: 

1. Since no two cases of tubercu- 
losis are alike, so no two will react 
to tuberculin in the same way. Con- 
sequently one can not get good results 
by following a regular routine for ad- 
ministering it in all cases. The dos- 
age must be adapted to the individual 
case. Some patients are able to take 
twice as much as others without unto- 
ward effects. In the early history of 
tuberculin, the dose given was uni- 
versally too large and the increase 
was too rapid. 

2. Tuberculin should not be used 
at all in far advanced tuberculosis, 
in early stage cases where the patient 
is showing a high temperature, very 
rapid pulse or other indications that 
the disease is in an acute stage or of 
the fulminating type, nor in acute 
miliary tuberculosis. 

We have found it of real value in 
two types of cases: 


1. Those in the early stage who 
show little evidence of toxemia. 

2. The moderately advanced who 
have apparently reached a standsti!l 
and need something to stimulate their 
nautral immunity and take them 


“over the top,” as it were. cao 
As a diagnostic agent tuberculin is 
undoubtedly of great value. Koch 
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found, when he first began his experi- 
ments with tuberculin, that it would 
produce a marked reaction if given 
hypodermically to one suffering with 
tuberculosis, even in a latent form, 
but that it would not react in one 
who was unaffected, and he made use 
of this in diagnosing the disease. The 
subcutaneous test was the only one 
known from 1890 to 1907. In 1907 
Wolff-Eisner and Calmette, working 
independently, announced the discov- 
ery of the conjunctival reaction, 
which they made use of in diagnosis. 
In the same year Von Pirquet made 
the observation that when tuberculin 
is inoculated into the skin through an 
abrasion, a reaction occurs at the 
point of inoculation, and thus was de- 
veloped the Von Pirquet or skin test. 
Some time later the percutaneous test 
was perfected by Moro and it still 
bears his name. It consists in using 
an ointment made by mixing equal 
parts of Koch’s old tuberculin and 
lanolin and rubbing it into the skin, 
preferably where it is thin, such as 
on the abdomen just below the ensi- 
form cartilage. In twenty-four to 
forty-eight hours a reaction usually 
occurs and consists in the appearance 
of a number of small red spots over 
the area. This test is of especial 
value in babies and small children. 
The most widely used of these tests 
is the Von Pirquet or skin vaccination 
— It is reliable and entirely harm- 
ess. 


AUTOGENOUS VACCINES 


These consist of the suspension of 
killed bacteria, artificially grown by 
inoculation of the culture media with 
the discharge which contains the dis- 
ease germ taken from the patient who 
is to be treated, thus giving the ad- 
vantage of having the particular 
strain of bacteria that the patient is 
trying to combat. They have proven 
very beneficial and are far superior 
to the so-called stock vaccines which 
are quite generally used. Their action 
is very similar to that of tuberculin in 
tuberculous subjects; that is, they 
stimulate the formation of immune 
bodies in the blood. 


JUNE, 


1924. 


Not all patients respond favorably 
to the administration of autogenous 
vaccines, but a sufficiently large per 
cent respond to make the use of such 
treatment well worth while. Autog- 
enous vaccines have been found of 


271 


especial value in the non-tuberculous 
chest infections following influenza or 
pneumonia, in asthma and hay fever, 
in infections occurring as complica- 
tions in tuberculosis, and in toxemia 
from infected tonsils, teeth, etc. 


ARTIFICIAL PNEUMOTHORAX IN THE TREATMENT OF PULMO- 
NARY TUBERCULOSIS* 
E. D. PRICE, M. D., El Paso, Texas. 


The late J. B. Murphy was the first 
to use compression of the lung as a 
therapeutic procedure in this country. 
He was very enthusiastic about it and 
published his results in 1898. Forla- 
nina, of Italy, had been at work on 
the same subject independently. He 
published his results about the same 
time. 

The method did not come into pop- 
ular use with tuberculosis specialists 
until 1912. The papers read before 
the National Tuberculosis Association 
in that year by Mary Lapham, Floyd 
and Sloan, caused widespread interest 
in it. The October number of South- 
western Medicine says that it was 
first used in Phoenix in 1912 on three 
patients. All of these patients are 
living and well. 

Compression should not be used on 
any case that can get well without it, 
because it is a long drawn out pro- 
cedure and it has complications that 
arise from time to time. However, 
after an adequate length of time, if a 
patient has not shown improvement 
on the usual sanatorium treatment, 
pneumothorax should be considered. 

If we wait too long, the patient 
will either have his lung tied down by 
adhesions, or some severe complica- 
tion will develop. The rapidly pro- 
gressive unilateral case with high 
fever and great toxemia is the best 
type for compression. It will quickly 
relieve them of their toxemia, if ad- 
hesions do not prevent its use. 

Any unilateral case that is pro- 
gressive is a good gas case. Bilateral 
cases where one lung is not very ac- 
tive, or does not have much involve- 
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ment, respond nicely to compression 
usually. -Rales are sometimes trans- 
mitted and you will be surprised at 
times by an improvement in the bet- 
ter lung after pneumothorax is used. 

The rapid lessening of the toxemia 
allows the patient to build up his re- 
sistance. Compression is indicated 
frequently in persistent pulmonary 
hemorrhage. It acts brilliantly in 
these cases. At*times on account of 
a patient’s financial status, compres- 
sion may have to be used. That is, 
a patient may be compelled to work 
and thereby ruin his chance of get- 
ting well. 

Compression acts purely mechani- 
cally. It squeezes the pus out of the 
lung and prevents the spread of the 
disease. It prevents the absorption 
of toxins by the lymphatics. Thus, it 
quickly lowers the fever, improves 
the appetite and digestion, lessens 
the cough and improves the patient 
in every way. 

Like all methods of treatment, this 
has varying degrees of success. Ad- 
hesions may be so strong that no air 
can be injected, or they may yield so 
slightly that you can only get a par- ° 
tial compression. Often a partial 
compression gives a satisfactory re- 
sult. It reduces the toxemia to such 
an extent that the patient can handle 
his disease. 

X-ray plates should be taken of the 
patient before pneumothorax is be- 
gun and the fluoroscope is needed 
frequently to see in what position the 
lung is. It shows adhesions and small 
— of fluid better than anything 
else. 
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Better results are being obtained 
by gas than formerly. Smaller 
amounts of air are being injected. 
Peters says that no one should inject 
more than 400 c.c. at first, unless it 
is a hemorrhage case. Where large 
amounts are injected rapidly, it em- 
barrasses the circulation and the 
other lung may be partially com- 
pressed by a movable mediastinum. 
The other lung, if diseased, is more 
apt to take on activity. 

Adhesions are the greatest stumb- 
ling block in the way of success in 
pneumothorax work. Matson found 
no pleural space in 20 per cent of his 
600 cases, and in 40 per cent more, a 
good compression could not be ob- 
tained. Sometimes, adhesions will 
stretch and allow you to get a satis- 
factory compression. Some adhesions 
are so slight that they break easily. 
Sometimes the other lung will flare 
up and take on renewed activity and 
compression will have to be stopped. 

Laryngeal and intestinal tubercu- 
losis are not contraindications to the 
use of gas. They will improve as a 
rule, especially the throat. Some ap- 
parently severe cases of intestinal tu- 
berculosis are cured by it; they prob- 
ably are a toxic enteritis and not tu- 
berculous. } 

There is no use to compress a morl- 
bund case. It will only help to bring 
a good method into disrepute. There 
is no treatment in tuberculosis that 
requires better judgment and the use 
of more common sense than pneumo- 
thorax. All the evidence should be 
weighed pro and con before begin- 
ning the treatment. — 

The complications arising during 
pneumothorax may be gas embolism, 
pleural shock, a natural pneumotho- 
rax with empyema, subcutaneous and 
deep emphysema. The lung may be 
punctured by the needle. It usually 
causes no trouble. 

Gas embolism is very serious. It 
eccurred four times in 12,000 admin- 
istrations by Matson. Two were 
fatal. Pleural shock happened fif- 
teen times, with no deaths. Gas em- 


bolism can be largely prevented by 
a careful study of the manometer. 
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No air should be injected unless you 
have a good oscillation. The patient 
should be warned not to move or to 
cough while the needle is in position, 
else the lung may be torn. Codein 
may have to be given to control a bad 
cough at times. 

Pleural shock can usually be pre- 
vented by using plenty of novocain 
and anesthetizing the parietal pleura 
carefully. Subcutaneous emphysema 
is painful, but of no importance 
otherwise. Deep emphysema is usual- 
ly not dangerous. It might obstruct 
the tissues of the neck and interfere 
with respiration. I have never seen 
it do so. 

If you cannot get the air to remain 
in the pleural cavity, of course, you 
will not get results. Varying amounts 
of fluid develop in 50 per cent of 
cases. In most of them it is only a 
small amount and of no consequence. 
There are many causes given as to 
the fluid formation; some claim it is 
due to the tubercle bacillus, others 
claim it is due to the irritation of the 
air and others to the separation of 
the pleural surfaces, and interference 
with their absorptive powers. 

When fluid is forming a patient 
will usually run temperature for a 
few days to a few weeks. The pleura 
becomes more sensitive to the needle. 
Its presence can be suspected by the 
quick rise in pressure after the in- 
jection of small amounts of air. Some 
of these fluids are sterile, some con- 
tain the tubercle bacillus and others 
have mixed infections. Fluid forma- 
tion favors the development of adhe- 
sions and an obliterative pneumo- 
thorax. If too much fluid forms, it 
should be withdrawn and replaced 
with air. Sometimes the fluid seems 
to have a beneficial result by aiding 
the compression. 

Empyema results crce in a great 
while from a cavity wall being torn 
and infecting the pleural cavity. This 
is a very serious complication. It 
should be treated by aspiration and 
lavage and the use of dyes. It some- 
times follows a natural pneumotho- 
rax. 

Compression should be kept up for 
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at least two years, according to Fish- 
berg. Matson is keeping it up as 
long as he can. Sooner or later one 
has to stop it on account of adhe- 
sions. Matson has some cases that 
have taken it five to six years. Some 
French troops served through the 
late war with a compressed lung. I 
have one patient that recovered after 
eight months of compression. If one 
is compressing a lung that is full of 
bad cavities and rotten tissue, the 
longer compression can be maintained 
the better. The best that can happen 
is to have such a lung tied down per- 
manently, else it is a menace to the 
individual.- When the re- 
expands, the good tissues function 
again. I have one patient whose left 
lung was compressed for 16 months. 
Now you can hardly tell which lung 
had pneumothorax. 


Peters says that the lungs of his 
cases frequently function perfectly 
after they are released. Gekler states 
that gas cases postmortem are the 


only ones showing the broad scars of 
healed cavities. He says that com- 
pression increases connective tissue 
formation more than any other meth- 
od of treatment. Matson, in his 600 
cases, had 149 clinical cures and 84 
arrested ambulant. There were 274 
dead, and the others were favorably 
influenced. Of the 274 dead, in 80 
cases he could not get any compres- 
sion. In only 52 of these 274 cases 
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could he get a satisfactory compres- 
sion. 

A. F. Miller, in his seven years’ 
experience with gas, had 34 per cent 
well and working, 32 per cent living, 
but not working, and 34 per cent 
dead. Peters, in an analysis of the 
end results of compression in far- 
advanced cases, as compared with the 
routine treatment of these cases, 
found that the far-advanced case had 
only 4.5 per cent chance of getting 
well in the eastern sanatoriums and a 
15 per cent chance in the western 
institutions. With the use of gas this 
percentage was increased to 31 per 
cent. That is the end results are 
seven times better than the sana- 
toriums in the east are getting by 
routine treatment and twice as good 
as our western institutions are show- 
ing without its use. 

A great many patients can take 
pneumothorax and be able to work 
after a few months. For a patient 
that is forced to work, compression 
offers a way out. Pregnancy is a 
very serious complication of tuber- 
culosis. By pneumothorax, Gray and 
others have carried a number of 
women through pregnancy without 
any harm to their lungs. No other 
method of treatment, in any other 
branch of medicine, can show as 
good results in those suffering from 
hopeless constitutional diseases, as 
pneumothorax offers the hopeless 
tuberculous. 


CLIMATE IN TUBERCULOSIS* 
ORVILLE EGBERT, M. D., Ei Paso, Texas 


For years and even centuries cli- 
mate has been regarded as the most 
valuable adjunct in the treatment of 
tuberculosis. 

Some ten years ago a wave swept 
through medical literature reflecting 
itself in the lay press and public 
opinion as well, discrediting climate, 
and holding up fresh air as the agent 
of value. 

This position was not effectively 
challenged by the disciples of climate 


for two reasons: first, physicians and 
theurapeutists had not coordinated 
their knowledge of climate to the ex- 
tent that they possessed a true sci- 
entific explanation of its worth; sec- 
ond, to attack the merits of fresh air 
as a panacea would tend to dis- 
hearten those sufferers unable to take 
advantage of climatic change. 
However, in spite of this fresh air 
school of thought, climate weathered 
the storm of criticism and has re- 
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ceived exhaustive study at the hands 
of research men the past few years. 
As a consequence the literature has 
been crowded for three or four years 
with studies of climate that have led 
to some decisive conclusions. 

The high and dry climate is the one 
considered almost universally. We 
can pass such physical aspects of cli- 
mate as even temperature, a low pre- 
cipitation, few stormy days, high 
number of sunshiny days, small 
amount of decaying vegetation, etc., 
without elaboration because their 
merits are obvious. 

We will first consider fresh air. 
None other than the Journal of the 
American Medical Association of so 
recent a date as November third, last, 
speaking editorially, states that “‘bad 
air” of a closely confined room that 
may have been breathed again and 
again, and containing carbon dioxide 
and the hypothetic respiratory poison 
supposed to exist in expired air, could 
not sustain its acquired reputation of 
being dangerous to man. He breathes 
the air every minute of the day and 
is more or less bathed in it, and has 
become adjusted to its chemical com- 
position and physical properties and 
their variability. 

This discrediting of the danger of 
the chemistry of “bad air’ of course 
has no reference to true toxic gases 
as carbon monoxide or droplet infec- 
tion suspended in air. 

Improper temperature, improper 
humidity and lack of air movement 
are the true conditions to consider 
with reference to air. A combination 
of high temperature, high per cent of 
relative humidity, and no air move- 
ment will reduce mental and physical 
effort most noticeably. Most import- 
ant of the three is humidity. Retain 
your high temperature, but reduce 
the humidity to where normal evap- 
oration of perspiration occurs and ex- 
cessive body temperature is thrown 
off and the period of depression 
passes. 

But the outstanding subject bear- 
ing on climate is heliotherapy. The 
effect of the sun’s rays upon meta- 
bolism is of course not fully under- 
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stood, but its effect is definite and 
constant. In some form radiant en- 
ergy is absorbed and stored by the 
blood, and distributed to the tissues; 
but how this is done is as vague as 
the rest of the great subject of meta- 
bolism. 

The dean of the school of helio- 
therapy is Rollier of the famous Ley- 
sin Clinics in Switzerland. He started 
his work in 1910, using heliotherapy 
as a prophylactic in children predic- 
posed to tuberculosis. Gradually he 
developed his work until his extensive 
clinics for surgical tuberculosis are 
the result. His complete work was 
published for the first time in English 
this year. Other men, both in Eu- 
rope and America, have corroborated 
his work and extended heliotherapy 
to pulmonary tuberculosis with en- 
couraging results. 

Rollier, in his book, emphasizes the 
following; the solar spectrum is di- 
vided into the visible and invisible 
spectra. The visible spectrum con- 
tains the seven well known colors. 
The invisible spectrum is composed of 
the infra-red rays at one end of white 
light, and the ultra-violet rays at the 
other. It is the ultra-violet ray that 
concerns us most in heliotherapy. 
Their wave length, frequency and in- 
tensity when they reach the skin, 
mark their value. These rays are ab- 
sorbed and broken up by anything 
suspended in the ether. 

Dense air, smoke, dust and humid- 
ity will all absorb short ultra-violet 
rays and diminish their frequency 
and intensity. 

For that reason Rollier sought the 
high and dry climate. At a high alti- 
tude the air is less dense than at sea 
level, therefore there is less absorp- 
tion. A location where there is a 
low per cent of humidity means less 
absorption of these beneficial rays. 
Then certainly a climate attains the 
ideal when it is both high and dry. 

Mayer, in 1921, briefed the litera- 
ture of the previous two years on cli- 
mate in tuberculosis, and the har- 
mony of opinion as set forth by the 
Swiss, French, German, English and 
American writers was remarkable. 
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In effect it was that climate is the 
most valuable adjunct in treatment 
of tuberculosis, and that climate 
really meant high and dry, because 
of the richness of the short ultra- 
violet rays of the sunlight at such a 
favorable locality. 

It is impossible to go into the tech- 
nic of heliotherapy here, but I would 
like to say a word regarding contra- 
indications to heliotherapy. The con- 
traindications are weakness, excessive 
toxemia, and hectic fever. Other pur- 
ported contraindications have largely 
proved erroneous. 

Earlier experimenters with helio- 
therapy obtained bad results from 
improper application, prolonged ex- 
posure, sunlight filtered through 
glass, or some other medium which 
totally absorbed the therapeutic 
ultra-violet rays. 

Naturally these experimenters be- 
came prejudiced against heliotherapy 
and led to a declaration of erroneous 
contraindication. 
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Heliotherapy has been stated to 
produce hemoptysis and foci of con- 
gestion in the lung. This is true if 
exposure to the sunlight is prolonged. 
But if properly and scientifically ap- 
plied and due consideration is given 
to the fact that we are not only deal- 
ing with the most potent of all en- 
ergy, but actually with the author of 
energy, itself, no ill effects need be 
sustained from its use. 

Rollier says “We have frequently 
found that with patients subject to 
hemoptysis a carefully controlled 
course of sun-baths, far from increas- 
ing this tendency, caused it to disap- 
pear. Properly applied, I am con- 
vinced that heliotherapy would be a 
useful factor in the treatment of the 
great majority of cases of pulmonary 
tuberculosis. Tuberculosis, whatever 
its situation, is a general rather than 
a local disease, and treatment caus- 
ing improvement in the _ general 
health of the patient is our best 
means of combating pulmonary as 
well as surgical manifestations.” 


SURGERY IN PULMONARY TUBERCULOSIS* 
W. L. BROWN, M. D., El Paso, Texas. 


In reviewing the developments of 
surgery in pulmonary tuberculosis we 
will make the following divisions: 
first, surgery directly on the lung, in- 
cluding a pneumectomy and lobec- 
tomy; second, the drainage of cavi- 
ties; third, indirect surgical attacks, 
including the various forms of thor- 
acoplasties; fourth, tuberculous pleu- 
risies and empyemas; fifth, general 
surgical conditions and their manage- 
ment in pulmonary tuberculosis; 
sixth, anesthesia in its relation to pul- 
monary tuberculosis. 

Morales, in Spain, who has done 
much in advanced work in tubercu- 
losis, concludes that surgery should 
be resorted to any when other meas- 
ures fail. He states that no attempt 
should be made to resect the lungs or 
open up cavities as these interven- 
tions are extremely grave and the re- 


sults doubtful. He claims good re- 
sults for the resection of the phrenic 
nerve on the diseased side if the dis- 
ease is confined to one lung. He fur- 
ther states that in operations directly 
on the lungs the mortality is enor- 
mous and the benefit transient. In 
three cases in which a cavity was 
opened and drained all three patients 
died. A fair review of the literature 
indicates that his conclusions very 
well represent the opinion of others 
of experience. 

Shortle and Gekler, of Albu- 
querque, in 1922 undertook to disin- 
fect tuberculous pulmonary cavities 
by injecting a solution of gentian vio- 
let in distilled water containing 10 
per cent alcohol directly into the cav- 
ity with a hypodermic syringe. This 
proved very irritating. They were 
discouraged and made no further at- 


*Read in a Symposium on Tuberculosis, before the El Paso County Medical Society, 


at El Paso, Texas, in February, 1924. 
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tempts to follow up the treatment. 
Drs. Lovelace and Gekler, of Albu- 
querque, have since that time opened 
three cavities directly through the 
chest wall after rib respection, and 
treated these cavities under direct in- 
spection through an electrically light- 
ed speculum, making various applica- 
tions, including gentian violet and 
methylene blue. I had the pleasure 
of seeing their first case; the cavity 
-was the size of a lemon, or larger, in 
the upper right apex. It could be in- 
spected through an opening in the 
chest wall approximately two inches 
in diameter. Their experience in 
these cases indicates that the opera- 
tion, itself, was not serious. All the 
work except going through the chest 
wall was done with the cautery, and 
the operation can be done under local 
anesthetic. These cases were re- 
lieved of some of their septic symp- 
toms, and the cavities showed consid- 
erable evidence of shrinking. These 
doctors had not hoped to close the 
cavities, but had only hoped to ster- 


ilize them and relieve the patients of 


some of their septic symptoms. One 
of the surprising features of these 
cases was that the cavities showed 
considerable evidence of shrinking, 
and the opening in the chest walls 
were inclined to close. 
Thoracoplasties are the operations 
which seem to be accomplishing the 
most in pulmonary tuberculosis. There 
are a number of forms of thoraco- 
plasty, the details of which I shall 
not endeavor to go into tonight. They 
may be found in any of the recent ar- 
ticles. The indications for thorac- 
oplasty are really two: first, those 
cases where pneumothorax would be 
indicated but could not be performed 
because of pleural adhesions; and, 
second, in cases of cavities that are 
practically to one lung, and the ob- 
active where the disease is confined 
ject is to collapse these cavities. The 
resections are usually done in three 
stages, and Sauerbruch’s operation is 
generally the one of choice, and con- 
sists in the removal of large sections 
of the second to the tenth ribs. Brown 
and Eloesser’s conclusions as to the 
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indications for thoracoplasty approxi- 
mately represent the latest consensus 
of opinion: 

1. Operative collapse of a tuber- 
culous lung is indicated mainly in un- 
ilateral tuberculosis, when an artifi- 
cial pneumothorax is indicated but 
cannot be carried out effectively. 

2. Chronic fibrous phthisis, with 
thick pleural deposits and a rigid 
chest wall, offers the most frequent 
indication. 

3. Operation should be decided on 
only after close observation and study 
of each patient, after repeated con- 
sultations with a competent internist, 
and after attempts at compression by 
means of pneumothorax have failed. 

4. The procedure of choice is (a) 
Sauerbruch’s total thoracoplasty; or 
(b) partial pneumothorax with par- 
tial thoracoplasty. 

5. Operation should be done un- 
der local anesthesia. 

6. Some patients will be cured by 
operative collapse after other treat- 
ment has failed. 

The conclusions of Hedblom, of the 
Mayo Clinic, relative to tuberculous 
pleurisies and empyemas seem to rep- 
resent the latest thought on the sub- 
ject. So far as surgery of the condi- 
tion is concerned they are as follows: 

1. In a closed pleural cavity a 
sterile effusion, whether serous or pu- 
rulent, should not be treated by open 
drainage, except in the presence of 
an perforation of the chest 
wall. 

2. Repeated aspiration of only 
part of the fluid present is indicated 
in cases of serous effusion when it 
produces definite dyspnea on exertion 
or symptoms of circulatory embar- 
rassment. 

3. The replacing of aspirated fluid 
by nitrogen or filtered air may be in- 
dicated in cases in which there are 
symptoms of active phthisis referable 
to the same side as the effusion. 

4. A_ sterile purulent effusion 
should be treated as though it were 
serous if the lung expands when fluid 
is withdrawn. If the lung is fixed in 
a collapsed condition, or if the effu- 
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sion persistently recurs, an extrapleu- 
ral plastic operation is indicated. 

5. Effusion in a closed cavity 
showing a mixed infection should be 
treated by the closed method with an- 
tiseptic solution irrigation, or by open 
drainage; the open drainage is indi- 
cated especially in cases of severe in- 
fection associated with extensive pul- 
monary tuberculosis, making irriga- 
tion hazardous. 

6. Tuberculous empyema with a 
large bronchial fistula should be 
drained by the open method. 

7. A large tuberculous empyema 
with mixed infection from a previous 
drainage operation or from spontan- 
eous perforation of the chest wall re- 
quires a plastic operation, preferably 
after treatment with Dakin’s solution. 

8. <A plastic operation involving 
closure of a bronchus offers the only 
prospect of cure in case of an associ- 
ated large bronchial fistula. 

9. Dakin’s solution irrigation may 
be contraindicated in the presence of 
an extensively diseased lung, owing 
to its corroding action on any super- 
ficial lesion, possibly resulting in hem- 
orrhage or the formation of a bron- 
chial fistula. 

10. A plastic operation is usually 
eventually required in the case of 
closed cavities when the empyema is 
of long standing, and of all large, 
open, secondarily infected cavities. 

11. An extrapleural rib resection 
is indicated for the collapse of closed 
sterile cavities. The Boiffin-Wilms 
operation is especially suitable for the 
collapse of large cavities without ex- 
cessive thickening of the parietal 
pleura or rib deformity. 

The subject of general surgical 
conditions and their management in 
relation to pulmonary tuberculosis is 
entirely too large a subject to be dis- 
cussed in this paper, and only a few 
general principles can be laid down. 
First, it is generally agreed that any 
surgical condition that is retarding 
recovery in pulmonary tuberculosis 
should be given operative considera- 
tion. The points then to be weighed 
after it is definitely settled that the 
surgical condition is a liability to the 
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patient is whether or not the condi- 
tion can be handled surgically with- 
out sufficient detriment to over-bal- 
ance the good effects. This decision 
can only be reached by a very close 
association between the man espe- 
cially equipped to treat pulmonary 
tuberculosis and the man surgically 
equipped to operate with the least 
possible consumption of time and 
trauma to the patient. I would espe- 
cially emphasize the importance of 
early operation for mild and continu- 
ous symptoms of appendicitis in pa- 
tients with active pulmonary tubercu- 
losis. These symptoms are often due 
to an early tuberculosis of the ap- 
pendix or cecum, and delay until the 
development of acute symptoms of 
appendicitis, diarrhea, or other 
symptoms of a tuberculous bowel is 
fatal to the patient. The present 
consensus of opinion is that opera- 
tions ‘are contraindicated for exten- 
sive resection of the large, and espe- 
cially of the small, bowel for tuber- 
culosis where the process is active in 
the lung. An active process in the 
lung is not.a contraindication for op- 
eration on fistula in ano. These pa- 
tients frequently show much general 
improvement after a successful oper- 
ation. 


The choice of the anesthetic in the 
surgery of the pulmonary tuberculous 
patient is one much discussed, and 
will probably never be settled. It is 
perfectly plain that in active pul- 
monary tuberculosis local anesthesia 
should be used wherever possible. If 
not feasible, the next choice would be 
gas and oxygen. In a very chronic 
case, or active case of pulmonary tu- 
berculosis, if local anesthetic is not 
feasible and gas would not be more 
desirable because of a prolonged op- 
eration, or one of technical difficul- 
ties where perfect relaxation is nec- 
essary, there is no proved objection 
to the proper and judicious use of 
ether. Much of the sentiment against 
ether has been due to its improper 
administration and the improper care 
of the patient following the adminis- 
tration. 


CASE REPORTS 


SOUTHWESTERN MEDICINE 


By Dr. G. Werley, El Paso, Texas 


HYPOPITUITARISM, FROELICH TYPE 


(Presented at the Medical and Surgical Asso- 
ciation of the Southwest at El Paso, 
December 13, 1923.) 


American male, 17 years of age, senior in 
high school. Came complaining of failure to 


grow beard, feminine voice, and infantile 
genitalia. 
F. H.: The father has had many attacks 


of uric acid gravel, one distinct attack of 
gout, and for about ten years has had pe- 
riodic attacks of glycosuria. The mother has 
rheumatic headaches and migraine. A brother 
was born with a hair-lip. A younger brother 
is normal in every way. 

P. H.: The patient had the usual diseases 
of childhood, from all of which he made a 
good recovery. At ten years of age he had 
renal colic, which was relieved by the passage 
of a large amount of uric acid crystals. 
About three years ago he began to get fat 
and his mother said he was lazy. He was 
given thyroid and got a good deal better. 
Last May he came under my care again. 

P. E.: Pale, waxy skin; iets puffed 
and drooping eyelids; no sign of beard; no 
axillary hair; infantile genitalia with "just 
a few pubic hairs; feminine breasts; female 
type of pelvis; fat lower abdomen; large 
thighs and genu valgun. (Fig. 1.) The voice 
was that of a child. There was deviation of 
the eyes outward and facial asymmetry. The 
teeth are well spaced, but the upper lateral 
incisors are absent, and below there are 
but three incisors. The nose is rather sharply 
pointed, the chin prominent and peaked, the 
hands and arms short and the fingers taper- 
in At this time he was 5 feet 5.5 inches 
ta 1, i. e., 65.5 inches, while his span was 
only 47 inches. The girth about the belly 
was 383.5 inches, the thigh measured 22 
inches, and he weighed 130 pounds stripped. 
The urine was normal. The blood has not 
been examined. 

X-ray of the skull showed a rather small 
sella. X-ray of the hands showed marked 
tapering of the terminal phalanges and no 
occlusion of any of the epiphyses. 

All the evidence elicited points strongly to 
marked anterior lobe deficiencv. The girdle 
tat distribution is due to posterior lobe de- 
ciency. 

Commencing June 15, 1923, he was put on 
one grain whole pituitary and from a quar- 
ter to one grain of thyroid by the mouth, 
and three times a week he had hypodermics 
of P. D. & Co.’s antutrin and pituitrin com- 
bined. Altogether he had about 20 hypo- 
dermics beginning with 7 min. each and grad- 
ually going up to 1 c.c. of each. The la 
doses of pituitrin caused some paleness, wea 
ness and sweating, but no abdominal cramps. 
He has shown considerable improvement. 
(Fig. 2.) His color has changed to nearly 
normal, the face shows more animation, the 
baggy ‘chin has almost disappeared, and the 


After Treatment 


Before Treatment 


eyes are wider open and the deviation is 
less. There is just the faintest beginning 
of a beard. The public hair has quite evi- 
dently increased, the testicles have doubled in 
size, and the penis is 2 or 3 times larger. 
The distribution of fat has also changed. He 
has grown 2 inches in height. He weighs 
135 pounds. The belly measurement has de- 
creased .5 inches and the upper thigh 1 inch. 
The pulse is 66. Temperature 97.8. There 
is a marked change in his mental attitude, 
he is more aggressivea and has made fine 
progress in school. The voice is more mas- 
culine and his playmates have stopped teas- 
ing him on account of his feminine appear- 
ance. 


AORTIC ANEURISM 
(Presented before the El Paso County Med- 
ical Society, November, 1923). 
Mrs. M. G. S., American, widow, aged 51 


years. 

-: Married twice. The first husband 
died in 1895 from meningitis due to an in- 
jury to the eye. The second husband, whom 
she married in 1901, died in 1920 of tubercu- 
losis of the larynx. There is one son by the 
first husband in good health. There were no 
other children and no miscarriages. 

P. H.: The patient became ill early in 
1919 with pain in the left costal region and 
there was cough and dyspnea. During this 
year she also had an attack of jaundice, which 
soon subsided. She grew gradually worse and 
by January, 1920, she was unable to lie down 
on account of dyspnea, and the pain in the 
left side was constant. Sometimes there were 
pains in the legs. A lung specialist was con- 
sulted; but he could find ‘no cause for the 
symptoms in the lungs. In April, 1920, she 
was seen by a surgeon, who sent her for an 
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x-ray, the report on which was as follows: 
“Scolirosis of dorsal vertebrae, apex (of scoli- 
osis) at 9th dorsal vertebrae; non-tubercu- 
lar.’ She was put in a cast, but the pain 
grew worse and the cast was removed. In 
December, 1920, she had a gallstone attack 
and a gangrenous gallbladder was found and 
drained by operation. Her dyspnea seemed 
to improve for a time after the operation, but 
the pain in the left side continued. Early in 
1921 she had a mental upset. She was con- 
fused, her memory was bad, and she lost 
the sense of direction. It was thought that 
her cough and dyspnea might be partly psy- 
chic, as she was very emotional. 

P. I.: I first saw her in September, 1921. 
She then had a very severe and continuous 
pain in her Jeft chest about the ribs and 
back. There was orthopnea and a constant 
dry, harassing, unproductive cough. At times 
it seemed as though she would suffocate dur- 
ing these paroxysms. Her voice suggested 
vocal cord paralysis, but examination showed 
that the cords functioned normally. 

. E.: A rather pale woman of spare 
build and good intelligence. The pupils re- 
acted to light and accommodation. The teeth 
had all been extracted. 

Lungs; no abnormal respiratory sounds ex- 
cept a few piping rales. There was a small 
area of dullness at the 4th and 5th dorsal 
spines on the left side. 

Heart; apex 9 cm. from the midline in the 
5th space. A slight heaving impulse was sus- 
pected to the left of the upper sternum. The 
aortic impulse was suspected to the left of 
the upper sternum. The aortic dullness 
seemed a little wide. There was no valvular 
disease. The pulse was 80; B. P. 120-80. 
Nothing abnormal was found in the abdo- 
men, nor in the urine. The knee reflexes 
were obtained. The blood Wassermann was 
negative. It was also negative in the son 
and in the last husband. 

X-ray report September, 1921, was: Lungs 
negative. Diapragm high on the right side. 
Heart: Transverse diameter of arch increased. 
I might add that the arch was increased to 
the left and not to the right or upwards. 

During 1922 and 1923 she had to have 
opiates constantly on account of her suffer- 
ing. Dyspnea grew worse and she wasted 
to a skeleton. The saliva constantly flowed 
from her mouth and the pains came up about 
her throat. The air entered the left lung 
with a whistling sound, and there were a few 
rales. The hands were swollen and cyanotic, 
the left more than the right, and there was 
edema of the feet and legs. For many 
months there was a scanty bloody discharge 
from the vagina. The cause was not deter- 
mined. The pain in her side was constant 
and unbearable. Large doses of morphine 
and hyoscine gave only partial relief. Then 
gradually, about two months before death, 
she began’ to improve slowly. She could swal- 
low quite well again, her cough and dyspnea 
were much less, and the pain only. required 
a small dose of opiate once a day.. She put 
on weight and did light work about the 
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house. The swelling in the left upper chest 
that had shown a marked pulsation, was now 
only slightly noticeable. Then suddenly, on 
October 6th, she had a sharp, violent pain in 
the left side, her breathing became noisy and 
very difficult; she was cyanotic and marked- 
ly prostrated. 

When I saw her at this time she was 
propped up with pillows, very dyspneic, with 
noisy respiration, and spoke in a whisper. 
Her body was bent to the left and the respi- 
ratory excursions on the right side were 
greatly exaggerated. Cough was incessant. 
Half a grain of morphine every 2 or 3 hours 
only gave her partial relief. She was cyna- 
notic; breath sounds nearly absent over left 
lung; whispered pectoriloquy; high pitched 
tympany; right side normal. 

Heart showed no change except increased 
rate. The pulsation to the left of the upper 
sternum was more noticeable than at the pre- 
vious examination; i. e., during her period of 
improvement. She failed rapidly and died 
October 10, 1923. No blood was ever expec- 
torated or vomited and there was no evi- 
dence of internal hemorrhage. 

Antemortem diagnosis was aneurysm of the 
descending aorta, the sac obliterated by an 
old clot; erosion of the upper dorsal verte- 
brae; left pneumothorax. 

Postmortem (Dr. W. W. Waite) showed 
normal heart; large aneurism of ascending, 
transverse and descending portions of aorta, 
filled by old clot; erosion of fourth, fifth and 
sixth dorsal vertebrae; the intervertebral car- 
tilages were intact; left pneumothorax. 


MYXEDEMA 
(Presented before the Medical and Surgical 
Association of the Southwest, at El Paso, 
Dec. 13, 1923) 

This lady is 52 years of age, married and 
has one child living and well. Six others 
died in early life. There were no abortions 
or miscarriages. She had rheumatism about 
16 years ago and now has mitral stenosis. 
She was first seen about twelve years ago. 
At that time she had albuminuria, swelling 
of the face and dropsy. I diagnosed paren- 
chymatous nephritis and expected a fatal ter- 
mination. It was only after she had disap- 
pointed me in that prediction for about four 
years that I began to suspect there was 
something wrong with my opinion. I was 
writing a paper on the thyroid and all at 
once it dawned on me that hers might be a 
case of myxelema. I made inquiries and 
located her and found her condition as 
shown in the illustration (Fig. 3). She was 
so weak she could hardly get about the 
room and spent most of her time in bed. 
She suffered intensely from the cold and 
even warm air made her teeth ache. At 
nights she could not keep warm in bed. 
Her temperature was a degree and a half 
subnormal and her pulse 60 per minute. 
Her skin was.yellowish, pale, rough and dry. 
The hair was scanty on the vertex, axil 
and pubis. The eyelids were swollen, the 


ears thick, and the lips twice their natural 


Myxedema, before treatment. 


size. There were fat pads under the chin, 
above the clavicles and in the axillae. The 
lower limbs were much swollen and ede- 
matous. Her mind was very sluggish. She 
spoke in a slow monotone and she continued 
until interrupted. No doubt the peculiar 
voice was due to muscular weakness and in- 
filtration of the vocal cords. She com- 
plained of much headache and neuralgia. 


This is the extreme picture of hypothy- 
roidism. 
many cases pass under the diagnosis of 
chronic rheumatism. It has sometimes sim- 
ulated gallstone colic. Others, on account of 
the cardiac weakness, are diagnosed chronic 
myocarditis. When one recalls the pathol- 
ogy of myxedema it becomes plain that its 
symptoms may be almost as varied as those 
of syphilis. The peculiar deposits and infil- 
trations of mucin may affect the brain, the 
heart, the bladder wall or almost any tissue 
of the body. 


The case here reported made a rapid re- 
covery on one grain of dessicated thyroid 
three times a day and she has continued that 
dose for the last eight years. She has lit- 
erally been rescued from hopeless invalidism 
and death by this simple treatment. 


I have seen in all four well marked cases 
of myxedema in El Paso. The one here re- 
ported was mistaken for nephritis. As some 
albuminuria is often present, this is a com- 
mon mistake. A second case was passed as 
chronic rheumatism for a long time. The 
diagnosis of myxedema was made on the 
parchment like dry skin, the peculiar voice, 
slow pulse and subnormal temperature, and 
the clinical improvement on one grain o 
thyroid three times a day. 

A third case was a fat sleepy woman 
with uncontrollable menorrhagia. Such cases 
are often cured by thyroid, as she was. 


The fourth case was an obese girl of 13 
years with a swollen face and almost com- 


plete obstruction of the nares. 
tion for relief was being considered. 
made a rapid recovery on thyroid. 


Pain is a common symptom and . 
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HYPOPITUITARISM, FROELICH TYPE 


(Presented at the Medical and Surgical 
Association of the Southwest, at El Paso, 
Dec. 13, 1923). 


Boy, 17 years old, came to me in March, 
1923, because he was too fat. Quit high 
school because they made fun of him all the 
time. He has never shaved. He began to 
get fat at ten years. At 14 he weighed 165 
pounds. He now weighs 220 pounds. He 
likes sweets but his diet is chiefly milk, eggs 


Hypopituitarism, front and profile. } 


anl meat. He says that he eats more than 
the rest of the family. He was a bed wetter 
until a year ago. He does not mind hot 
weather. His hair falls out a good deal. 


He is 5 feet 5.5 inches in height. (Figs. 
5 and 6.) His torso measure is greater than 
his legs, and his span is less than his height. 
The teeth are well set and normal. The - 
distribution of fat is of the Froelich type 
as in the previous case, but the face is rather 
full, the nose a little flat, and the lips 
rather thick. He has marked genu valgum 
and the pubic hair is of the female type. 
His pulse is 50 per minute. 


He was put on thyroid and pituitrin one 
grain each three times a day and hypoder- 
mics of pituitrin three times a week. He 
lost 10 pounds in a few weeks and then 
quit treatment. There is probably some 
thyroid deficiency in this case and plainly 
the anterior lobe of the pituitary has func- 
tioned better than in the other case de- 
scribed above. 
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“CERTAIN NECESSARY FUNDAMENTALS UNDERLYING THE DIAG- 
NOSIS AND TREATMENT OF TUBERCULOSIS’* 
FRED. G. HOLMES, M. D., Phoenix, Arizona. 


Splitting hairs over refinement of 
technic in diagnosis or treatment of 
tuberculosis does not appeal to me 
when the basic handling of the case 
is essentially wrong. The poor un- 
fortunate is not given a gambler’s 
chance for his life in many a doctor’s 
office from the time he walks in, an 
incipient case, until he is beyond help. 

As you all know, we have no spe- 
cific for tuberculosis. It is the most 
curable of all the serious diseases— 
much more so than most of the forms 
of heart trouble, kidney trouble or 
cancer. However, we are losing a far 
greater percentage of patients who 
have a chance to get well than in any 
of these other diseases. If we treated 
our acute appendix cases with as 
much indifference as we do our tu- 
berculosis, the appendectomy would 
soon be a rare operation, and patients 
would all be disciples of Mary Baker 
Eddy. 

Why are we having this large per- 
centage of failures? I believe the 
average doctor has at his command 
the knowledge which would inestima- 
bly raise the standard of the treat- 
ment of tuberculosis if he would only 
apply it. The average doctor is not 
as ignorant on the subject of tubercu- 
losis as one would be led to expect 
from his actions. 

For instance, the sputum test for 
the tubercle bacillus. We have 

._ known of this test for almost fifty 
years, and yet more than half the pa- 
tients who come to my office, chroni- 
cally ill, with cough, afternoon tem- 
perature, etc., have never had their 
sputum examined, even though they 
have been under the care of doctors 
for years. 

The stethoscope was invented by 
Laennec about a hundred years ago, 
and yet there are many doctors who 
still prefer to listen with the naked 
ear over the undershirt, or even 


through the coat at times. I have 
seen several patients this winter who 
have been treated for months and 
their doctors have never listened to 
their chests in any way whatsoever. 

Since in the nineties it has been 
very definitely established that the 
proper treatment of a case of tuber- 
culosis running a temperature, with 
other signs of intoxication, is by rest. 
We find scores of patients in Phoenix 
with high temperatures, _ spitting 
blood, etc., exercising -regularly, ir- 
regularly or any old way, under the 
advice of supposedly capable physi- 
cians. 

Why this discrepancy between 
what we all know and believe, and 
the way we act? Why are we not 
all getting the results which are re- 
ported by some of the fine workers 
in this field who are no better 
equipped in education or environment 
than we are? 


The two fundamentals which are 
more neecssary than anything else, in 
my opinion, are, first, honesty on the 
part of the physician; and, second, 
the obtaining of an intelligent co- 
operation on the part of the patient. 

Of course there are a number of 
other reasons which apply to individ- 
ual cases, such as lack of finances, 
poor living conditions, poor climate, 
worry over business, etc., but every 
case, rich or poor, incipient or ad- 
vanced, is influenced by the two es- 
sentials mentioned. 

When I speak of honesty, I feel 
that any man is as good an authority 
on that subject as another. There 
are no grades of honesty; a man is 
either honest or dishonest, and if he 
is honest, no man can be more so. 

Let us measure up some of our ac- 
tions and see if we have treated our 
patient honestly. 

The very first thing is the making 
of an appointment, and often the pa- 


(*Read before the Thirty-third Session of the Arizona State Medical Association, at 


Phoenix, April 24-26, 1924.) 
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tient’s whole future is jeopardized at 
that time. The appointment is made 
for fifteen minutes, usually. We who 
have done any work at all in tuber- 
culosis know that a proper history 
can not be taken, physical examina- 
tion made, and instructions given to 
the patient in the short period of fif- 
teen minutes. Many doctors, in order 
to clinch this time limit, have their 
office girl ring their bell so they can 
better show their patients that it is 
necessary to terminate the interview, 
and that there is someone else wait- 
ing. It is just as sensible to expect a 
man to operate for fifteen minutes 
and stop, regardless of the condition 
of his patient, as it is to expect to 
handle a tuberculous patient and stop 
by the clock. 

What are some of the effects of this 
short primary appointment? First, 
poor histories. The diagnosis is either 
made or lost, often times, on the his- 
tory. More errors in diagnosis are 
made through poorly taken histories 
than through physical findings. 

If the history is to be of value, it 
must be written down. It has been 
asserted by the Trudeau Sanitorium 
that a doctor cannot carry over fifty 
cases in his head. If they exceed 
that number (and with many doc- 
tors it is a much less number), the 
whole thing blurs, and he has but an 
inaccurate knowledge of any of them. 

But writing it down takes time, and 
therefore the majority of doctors in 
this town are not doing so. I have it 
on good authority that fewer than ten 
doctors in the city of Phoenix are 
keeping any records whatsoever, 
other than financial. Some doctors 


have a very elaborate system of book- 


keeping, collections, etc. If some of 
this energy were spent in properly 
diagnosing and treating the patients, 
there would not be so much trouble 
in collecting the bills. 

A properly taken history, properly 
recorded, is there for future refer- 
ence, and must be used many times in 
the subsequent treatment of the pa- 
tient. On the same record sheet, the 
physical examination may be re- 
corded. If the physical examination 


SOUTHWESTERN MEDICINE 


is properly made, it can be definitely 
recorded, and this can be done in a 
few minutes. The recording of the 
findings would take only one-tenth, 
perhaps, of the time spent in making 
the physical examination, and yet if 
this is not put down, it is no guide for 
the future. 

Not so long ago a woman came into 
my office and upon inquiring who had 
been looking after her, she gave the 
name of a very prominent physician. 
From her statement to me she had 
been examined from time to time, but 
no record was kept. Each time she 
was told she was doing a little better 
than previously. One day the doctor 
failed to recognize her at all, and 
started to tell her of a proposed op- 
eration on the foot, based on informa- 
tion from an x-ray film of another 
case. Before she could stop him, he 
had put his foot into it, and when he 
finally understood who she was, he 
gravely examined her and told her 
that her chest was improving, as 
usual. She left the office feeling that 
he was absolutely dishonest, and of 
course did not return. Can you 
blame her? 

The treatment of tuberculosis dif- 
fers from most other diseases in that 
the course is influenced very much 
more materially by what the patient 
does. A case of diphtheria, pneu- 
monia, typhoid fever, etc., is so sick 
that there is usually very little diffi- 
culty in getting him to cooperate. He 
is compelled to stay in bed on ac- 
count of his sickness, and the things 
we do for him either get him well or 
he dies in a short time, regardless of 
his cooperation. However, in tuber- 
culosis this is very much changed. 
A certain number of cases are going 
to die anyway, no matter what they 
do; a certain number of other cases 
are going to get well, regardless of 
their behavior. However, in between 
these two small groups is the vast ma- 
jority of tuberculosis cases where the 
disease is absolutely influenced by 
what they do. That being so, we 
must be in a position to advise them. 
If a case shows continued progres- 
sion, a still more careful regime must 
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perhaps be instituted, or pneumo- 
thorax, or what not. How are we 
going to know how to advise the pa- 
tient if we can not remember his. pre- 
vious condition? . A carefully ‘taken 
history and examination, properly re- 
corded, is appreciated by the patient, 
and it lays the foundation for that 
confidence and cooperation which are 
absolutely essential in the handling 
of the case. 

‘Having gained the confidence of 
the patient, you have gone a long 
way towards getting cooperation. Pa- 
tients differ greatly in their ability to 
cooperate. I believe it is often more 
important what the patient has be- 
tween his ears than what he has be- 
tween his shoulders, with regard to 
his recovery. 

Often an advanced case of tubercu- 
losis will make an arrest, whereas an 
incipient case will progress and die. 
This influence on the course of the 
disease is usually through what the 
patient himself does, so that the phy- 
sician is placed in the role of teacher, 
in attempting to sell to his patient the 
correct line of procedure. 

A few days ago a patient came 
under my care who had left a sani- 
torium in another state. Upon in- 
quiring as to why he had come here, 
he said the rules and regulations were 
too strict, and that they compelled 
him to stay in bed. He was obviously 
a bed case. I thought I would try to 
see what I could do to sel! him the 
idea of bed rest. After a half hour’s 
talk with regard to the reasons why 
we thought bed rest was necessary 
for a case like his, he was willing and 
anxious to go to bed. He was placed 
on a regime of absolute rest, not even 
being allowed to go to the bath room. 
This was even more strict than what 
had previously aroused his animosity, 
but now he seems contented enough. 

Cooperation may be obtained with 
education, in most cases. A patient 
will go an unlimited extent in follow- 
ing out an idea, once he has grasped 
it. 
I will never forget a patient whom 
I saw in the fall of 1922. He had a 
long, extended history, running’ back 


‘over a period of five years, in’ which 


he had been up and down a great 
deal, in a sanitorium practically all of 
the time, on a semi-bed rest regime. 
He was desperately ill, and it seemed 
that desperate measures were neces- 
sary. We sold him the idea of com- 
plete bed rest. He did not sit up for 
eight months; he was turned over in 
bed by his family, with the aid of a 
sheet, even at night; food was cut 
and placed in his mouth, and he was 
not allowed to see visitors or write 
letters. He followed this course for 
eight months, and when finally given 
some privileges, it was only on the 
suggestion of his doctor. 

I simply mention this case to show 
the extent to which you can sell your 
ideas to your patients, if you believe 
in them yourself, and will take the 
time to secure their cooperation. 

If you accept the role of teacher 
and ground your patient thoroughly 
in the principles of rest, you have a 
stony path ahead unless you are will- 
ing to abide by your teachings. It 
will be an interesting piece of moral 
gymnastics if you can then have your 
bed patient get up and dress, take his 
carefully recorded pulse and temper- 
ature record, and come several miles 
to your office in order to report that 
he had had a higher pulse and tem- 
perature after his last trip to the 
office. 

Many doctors say that they have 
not time to make home calls. The 
telephone would be almost as effec- 
tive for the weekly reports, and a 
charge could be made for it. Most of 
these patients are poor, at least if 
they are not poor to start with, they 
become so before they have finished 
their cure. To subject them to the 
expense of frequent office visits not 
only robs them of much of their 
chance of recovery, but what is more, 
of their very milk money. 

My jangling of the family skeleton 
may not be of a scientific nature, but 
it is my firm belief that the discussion 
of some of the familiar precepts in 
the treatment of tuberculosis may be 
of greater value to us in the handling 
of the patient than a discussion of 
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some refinement of technic applicable 
to only a few patients. 
DISCUSSION 

DR. WATSON: When I hear a paper such 
as Dr. Holmes has given us occasionally, it 
seems to me a good thing. He has certainly 
pointed out some particular faults. The only 
thing, however, which I want to emphasize 
that he particularly had in his parer is the 
importance of a careful history taking and 
diagnosis of tuberculosis. That applies, of 
course, to other diseases, but particularly is 
that true of tuberculosis. I think, if I had 
to depend upon any one thing to make a 
diagnosis of tuberculosis, I would rather have 
a carefully taken history than anything else, 
unless it could be, of course, a sputum ex- 
amination. We are all too much inclined to 
be careless about taking histories of tubercu- 
losis and, outside of tuberle bacilli in the 
sputum, sometimes it is absolutely impossible 
to make a diagnosis of tuberculosis without a 
careful history. They can tell you of after- 
noon fever and all sorts of symptoms, you 
can examine your patient carefully as you 
may, but it is the carefully taken history 
from which you conclude that that patient 
has an active tuberculosis and needs to be 
treated. 

DR. WILSON, Prescott: Mr. President, as 
Dr. Watson has said, it is rather timely to 
discuss the diagnosis of tuberculosis as Dr. 
Holmes has so ably presented it, but, after 
you have made your diagnosis, your troubles 
have just commenced. In our work in Ari- 
zona, the vast majority of cases are not dif- 
ficult to diagnose. They come here at a time 
when diagnosis is a very simple matter. The 
average case coming here is coughing and 
spitting and has positive sputum. There are 
border line cases. There is an occasional 
early case that requires a little bit more care, 
but I find that the ordinary case presents no 
difficulty in diagnosing active tuberculosis. 
After you have made your diagnosis, your 
troubles have just commenced. I think, as a 
general rule, no class of patients in the world 
in any known human malady require the pa- 
tience to treat that pulmonary cases of tu- 
berculosis do. To follow a case of tubercu- 
losis over months and months and sometimes 
years requires on the part of the physician a 
disposition which is immune to disappoint- 
ment and immune to all those things that the 
ordinary physician hopes for and sometimes 
he almost arrives at a point where he is 
tempted to descend to subterfuge. Dr. Hoimes 
mentions very clearly the question of being 
honest with patients. Honesty is all right, 
but sometimes you have got to carry these 
people so constantly—so thoroughly on your 
shoulders—you have got to carry their troub- 
les so completely that it hardly pays all of 
the time to be perfectly honest with them. I 
don’t mean to be dishonest with them, but 
you sometimes have to resort to subterfuge 
to buck up their morale and, after you have 
carried these patients for a while on your 
own shoulders and you have seen the fool 
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things that they do and the way that they 
have—that they buck against your routine 
you have ordered, sometimes you get very 
much discouraged, but I do not believe that 
the ordinary case of tuberculosis is more in- 
fluencd, as Dr. Holmes has said, by his first 
conversation with the physician in regard to 
the discussion of tuberculosis and what he 
has and what he ought to do than by any 
other step he takes. He either gets off on 
the right foot to begin with or it is very hard 
to have him recover his lost ground later on, 
but I don’t believe we should censure the 
doctors too much. I believe that the ordinary 
case of tuberculosis is a very, very difficult 
animal to manage at times and they very 
often get the best of advice and turn around 
and do just the contrary, so I think the bur- 
den should be evenly distributed between the 
shoulders of the physician and the shoulders 
of the patient. 

DR. HOPKINS: I would like to ask about 
what percentage of tuberculous patients com- 
ing to this section of the country make re- 
covery. 

DR. CARSON: One of the greatest mis- 
takes, I believe, that we general practitioners 
make in treating tuberculosis cases coming 
from other states is taking it for granted 
your trouble is tuberculosis, as the doctors 
back in Wisconsin or New York or Maine or 
some other place say. I just -got through 
with two cases that were diagnosed—one in 
Wisconsin and one in New York—tubercu- 
losis, and they came here practically penni- 
less. Neither one of them has tuberculosis; 
they are perfectly healthy and well and ready 
to go back; it took me a long time to con- 
vince myself it was not tuberculosis, but they 
are well and I never did find the bacilli, and 
I think that is one of our greatest mistakes 
in taking things for granted. 

DR. WILKINSON: Can you put a patient 
on absolute rest for six months or a year 
and keep up the general muscular tone or 
circulatory tone? It seems to me that is an 
important side of the question. I am not 
sure but what one of the cases Dr. Holmes 
referred to is one in which I had some in- 
terest, one who was put to bed in 1922 on 
the advice of Dr. Holmes. He had been in 
various sanatariums and two or three hos- 
pitals. He was in the Woodman’s Sana- 
tarium at Colorado Springs at one time. I 
gave this patient vibratory treatments to his 
vertebral column twice a week during the 
year he was in bed. Last summer he was 
up some on an invalid chair, but for nearly 
a year he never went to the bathroom and 
the first six months he did not feed himself 
o rturn himself in bed. Dr. Holmes saw him 
two or three times during the year and re- 
marked the muscular tone that this young 
man showed, although he was not the mus- 
cular type. The following is a real test -of 
the tone of his muscles after a year in bed; 
he was a splendid musician and pianist, and 
he was able to play much better after he got 
up than when he went to bed, and he told 
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me that after he was in bed the previous time 
at the Woodman Sanitarium in Colorado 
Springs for three months, he was unable to 
play with any satisfaction to himself or his 
friends. This patient gained fifty pounds 
during the year and his pulse dropped from 
125 to 80. For the past two years I have 
been vibrating the spinal columns of my bed 
patients two or three times a week, and I 
think it is a great help in maintaining circu- 
latory and muscular tone, as well as improv- 
ing general metabolism. 

DR. WATKINS: As a discussion of this 
paper, I wish I could quote verbatim the 
remarks of a bluff old farmer from Okla- 
homa who was recently in my office talking 
over the findings by x-ray on the chest of 
his son. In effect his words were as follows: 

“When I think of all the damnable mis- 
treatment and graft my boy has been the 
victim of, I feel like loading up my six 
shooter and going back to Oklahoma and 
shooting every doctor I come across. My 
boy was sick for a year and went to the best 
doctors in S , and was thoroughly exam- 
ined with x-rays and every way possible, and 
was told that he had a couple of spots on his 
lungs, but these were due to asthma, and he 
would soon be all right. After he had his 
hemorrhage, they told him that if he would 
come to a little drier climate he would be 
well in two months. I do not mind the 
money that I have paid out, though I am not 
a rich man, but to think that I have lost all 
this time and perhaps the only chance my boy 
has to get well, by listening to these men who 
pretended to know what they were talking 
about.” 

This patient has an extensive, old, fibrous, 
cavernous tuberculosis, with recent conglom- 
erate, parenchymatous extension. 

It is not conceivable that these doctors in 
Oklahoma did not realize that this boy had 
tuberculosis, for Oklahoma doctors are no 
worse than doctors elsewhere. 

DR. HOLMES (closing): I prepared this 
paper more or less just because Dr. Har- 
bridge brought pressure to bear, but since he 
has made me do it, I said that I am going 
to say what I think, and I believe you will 
agree that perhaps I did say what I think. 
You need not tell your patient lies. The 
question has been raised with regard to tell- 
ing the patients their real condition. I did 
not mean that in order to be honest with 
ourselves and honest with our patients that 
you must tell them the whole truth all the 
time. You can get around it in some way so 
that he will get the idea, but in the event 
he does not go under treatment properly, 
then he should be told the truth in bald 
enough terms so that there can be no mis- 
understanding. We are all more or less at 
fault in some cases. I expect that many of 
you can recall cases which I have been re- 
miss in some of the things that I have men- 
tioned, and it may be just as valuable to me 
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to prepare this paper as it is for others to 


hear it. Regarding the ability to cooperate, 
I tried to bring out very strongly the fact 
that patients differ absolutely in their ability 
to cooperate. To some patients you might say 
to them, “Brother, you are going to die if 
you do not get down to business,” and they 
shake it off like a duck does water and go 
right ahead, while others are very amenable 
to the advice of their physicians. Of course, 
you cannot blame the physician if his patient 
does not have enough between the ears to 
appreciate and cooperate; that is no discredit 
to the physician. Regarding percentages of 
recoveries, I cannot say. Our physician 
friends in the East are so fond of telling 
their patients as a parting shot that they 
need no doctor. This is like starting a man 
out to hunt big game and giving him the 
poorest gun possible and poor ammunition, 
and when he gets ready to leave, pouring a 
little water on his powder, just to make 
doubly sure that he will not accomplish the 
object for which he set out. The home doc- 
tors keep them until they are moderately 
advanced cases, and then quite suddenly dis- 
cover that they have tuberculosis, then have 
them sell off their property or business over- 
night, at a tremendous sacrifice, and then 
come to Arizona to get well on the climate. 
Regarding the vibration of the nerve centers, 
I do not know enough regarding its effect 
to be able to say. I do know that we have 
very definitely sacrificed the body for the 
sake of the lungs when we put the patient 
to bed. That is what we expect when we 
place them on the absolute regime of rest. 
You can build up the body if you can get 
the lungs in condition. During the war, 
where men were in bad shape so far as bodies 
were concerned, we built them up and many 
of them weighed more and were in better 
shape than they had been in years, simply 
from a few months’ training, but we could 
only do this when the lungs were in shape 
to stand the strain. A definite diagnosis is 
essential and the diagnosis of tuberculosis 
should not be made or accepted without 
study. I think the most startling case I 
have seen recently is a woman who has been 
sick for twenty-nine years, with discharging 
sinuses, empyema, etc., which were supposed 
to be tuberculous. After twenty-nine years, 
during which time she has been in some in- 
ternationally known clinics, where she was 
picked to pieces in various ways, both physi- 
cally and financially, through the cooperation 
of the Pathological Laboratory, we have made 
a definite diagnosis of actinomycosis. Twenty- 
nine years with an incorrect diagnosis seemed 
an unreasonable delay to the patient, and 
even the most conservative of us must admit 
that she was entitled to a little speeding up 
of the diagnosis. There are many patients 


sent to this section of the country with mis- 
taken diagnoses, so be on your guard and 
correct them. 
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Thirty-seven million dollars of new 
business in two years operation— 
about $110.00 for every man, woman 
and child in Arizona—is the record 
of the Industrail Congress. 

FORMATION 

Under stress of disaster the suc- 
cessful leaders of every industry were 
assembled in December, 1921. Frank 
expressions of the difficulties of each 
were made ‘in open meeting and 
pledges of cooperation were made 
for mutual help. Never before was 
dependence of one industry on the 
other so forcibly demonstrated. 

This meeting elected representa- 
tives, three from each branch of en- 
deavor, to act as a state board of 
directors to determine methods to 
better conditions. 

The state was grouped under six 
divisions: 

Agriculture. 

Livestock. 

Mining. 

Public Utilities. 

Professional. 

Business and Financial. 

The men elected on this board had 
all been successful in their individual 
lines—and they were asked to give to 
the state the benefit of their business 
ability and judgment to solve the eco- 
nomic difficulties facing us. 

POLICIES 

The directors after much study 
laid down six principles as a basis for 
operation. 


(1) To help existing organizations . 


to operate to fullest efficiency for 
their individual members. 


(2) To create markets nearest the 
point of origin for all products. 

(3) To determine the excess pro- 
duction over local needs and distrib- 
ute this excess. 

(4) To encourage highest quality 
of production to minimize effect of 
outside competition by quality, not by 
price cutting. 

(5) To crystalize public sentiment 
on constructive problems by presenta- 
tion of facts and exchange of ideas 
between organizations. 

(6) To help ourselves and our 
state by creating a loyalty to our in- 
stitutions. 

WHAT IS THE ORGANIZATION? 

The Industrial Congress has pro- 
vided a clearing house or point of 
contact for all state, civic, business 
and professional organizations. It 
does not replace or perform the work 
of these organizations, but simply 
provides a means for them to present 
their troubles, not to their members, 
but to all other organizations of the 
state. 

EARNING POWER 

The variations in business condi- 
tions have a decidedly different effect 
on the medical profession than on 
any other branch of service in society, 
from the standpoint of gain or profit. 
During business depressions, illness 
calling for medical service is as great 
and sometimes greater than in pe- 
riods. of prosperity. The raw mate- 


‘rial or basis of earning power remains 


constant regardless of its ability to 
pay. The financial success of the 
doctor does not, therefore, as in other 
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branches, depend on the supply oi 
work, but on the ability and willing- 
ness of the patients to pay. Collec- 
tions are the measure of financial 
success to the average physician. 


The improved financial condition of 
Arizona in 1923 has had a decided 
effect on collections for professional 
services. The increase in collections 
of delinquent accounts reached 50 
per cent of normal and is now re- 
ported up to 75 per cent of normal 
for the first quarter of 1924. This 
increase is in the face of heavy pay- 
ments on agricultural indebtedness, 
the latter having been reduced nearly 
50 per cent in the two and one-half 
years of operation of the Industrial 
Congress. 


SOURCE OF SUPPLY 


Since the individual, particularly 
the family, is the source of supply for 
the medical profession, the doctor is 
primarily interested in growth of per- 
manent self-supporting population. 


The Industria! Congress has brought 


many hundreds of new people -into 
Arizona. In the past six months alone 
about $500,000 of new industrial in- 
vestment has been made requiring 
high class operators. Three addi- 
tional new industries are under con- 
sideration. 


The farm population depends en- 
tirely on the earning power of an 
acre of land. The Industrial Con- 
gress has increased that earning 
power by providing markets for all 
products grown. In 1921 about 29 
per cent of all farm stuff grown in 
Arizona was a total loss to the 
farmer. In 1922 and 1923 practically 
everything produced was sold at a 
price equal to or better than that re- 
ceived in any state of the Union. This 
increased earning power of land will 
eventually bring intensive farming 
with great increase in population. | 


PUBLIC CONTACTS 


The ‘medical profession has made 
great strides in public health and in 
educating the children in -.public 
schools. Much more can be done in 
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acquainting the public with problems 
of the profession and in increasing 
standards. The Industrial Congress, 
as a clearing house, offers opportun- 
ity for the profession to meet the 
leaders of every industry as a means 
of gaining their support and coopera- 
tion. 

To know our fellows better, to un- 
derstand what they are doing and 
striving for other industries, to actu- 
ally help and be interested in the 
prosperity of our neighbor, is the re- 
sults we hope to gain by a united 
Arizona. 


DR. LEON JACOBS 


The organized medical profession 
of Arizona has lost a faithful worker, 
and his community one of its most 
prominent medical men, in the death 
of Dr. Leon Jacobs of Yuma, Ariz. 
Dr. Jacobs, for many years, has been 
the secretary of the Yuma County 
Medical Society. His professional 
work has been confined mostly to the 
Indian Service, having charge of that 
work on the’ reservation in Yuma 
County, Arizona, and Imperia! Coun- 
ty, California. 

Dr. Jacobs was apparent]y the vic- 
tim of a man who was mentally un- 
balanced, this man walking up to him 
on the streets of Yuma and shooting 
him without a word of warning. It 
was hoped for a time that the wound 
would not be so serious, but this hope 
was not borne out, and Dr. Jacobs 
succumbed shortly after the assault. 


PREPARATION OF MEDICAL 
PAPERS. 


Any influence which tends to lead 
doctors to use more care and thought 
in preparing medical papers meets 
with a hearty welcome from the edi- 
tors of medical journals. The smaller 
the journal the more personal care 
must the editor give the material pub- 
lished in it ,and many an undeserved 
gray hair or wrinkle of age is the re- 
sult of carelessly prepared medical 
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papers. Very few papers come to this 
journal that do not have to be read 
word by word, with numerous correc- 
tions of punctuation, spelling and sen- 
tence construction. 

We, therefore, welcome the assist- 
ance of one of our advertisers (Co- 
rona Typewriter Company), in the 
monthly publication of one of the 
rules of correct manuscript prepara- 
tion. 

If a medical paper or report is 
worth the paper it is written on, it is 
worth careful preparation, and that 
means it should be typewritten, with 
correct spelling, punctuation and 
paragraphing, double spaced on 
standard size paper, with ample mar- 
gin. Authors, or correspondents, are 
asked to watch for the ads of this 
concern and follow the published sug- 
gestions. 


YAVAPAI COUNTY (Ariz.) 
MEDICAL SOCIETY 


The Yavapai County Medical So- 
ciety and the medical officers at 
Whipple ended their 1923-24 Post- 
graduate course with a delightful 
banquet at the Owl, Tuesday eve- 
ning, May 6th. Group III, of which 
Dr. Louis Fales was team captain, as 
winners of the season’s contest, were 
the guests of Groups I and II. 

Never, in the history of the Mile 
High City, has a more delightful ban- 
quet been served to a bunch of medi- 
cos, and Group III acknowledges with 
sincere appreciation the generosity of 
Groups I and II, first, in the matter 
of the liberality of their marks which 
materially assisted Group III to win, 
and second, in the big feed which 
crowned their victory. 

During the banquet all animosities 
were buried and the most adipose for- 
got to count his calories. 


MENU 


Fruit Cocktails 
Olives Celery 
Roast Turkey With Dressing 
Parisian Potatoes Asparagus Tips on Toast 
Cranberry Sauce | 


Hot Rolls 
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Combination Salad 
Mints Nuts 
Frozen Custard Cakes 
Coffee 


After the above menu had begun 
to alter the metabolism of each med- 
ico present, he was called upon for a 
speech, Dr. Loewy acting as toast- 
master. No matter how eloquent or 
scientific the remarks, they all cen- 
tered on the text, “The last shall be 
first.” There were just as many ex- 
planations of ho wit happened as 
there were speakers. The winners 
were the butt and quip of the other 
two groups, and when Group III had 
run the gauntlet, the Tea Pot Dome 
scandal would have appeared picay- 
unish in comparison. However, Group 
III admitted that they could not help 
scintillating so conspicuously, as it 
was their gift from the gods. : 

The consensus of opinion was that, 
with a few improvements, the result 
of more mature experience, “Our 
Plan” would be again put into active 
operation again in the fall. We are 
looking. forward with eager anticipa- 
tion to another year of postgraduate 
work with the Cabot case records to 
spur us to an energetic review of 
those things “which I have loved long 
since and lost awhile.” 

Those attending the banquet were 
Doctors Looney, Loewy, Yount, Allee, 
Fales, Gatterdam, Fennell, Wilson, 
McCarty, McWhirt, Buck, Christian, 
Saunders, Mattice, Rene, Walker, 
Thomas, Malone, Linn and Allen. 


C. E. YOUNT, 
Secretary. 


DR. J. M. GREER of Mesa left May 10th 
to be absent three or four months in post- 
graduate work. After attending the Ohio 
State Medical Association, and the American 
Association in Chicago, Dr. Greer will spend 
most of the summer at Dr. Crile’s clinic in 
Cleveland, studying surgery in this great 
surgical clinic. 


DR. R. W. CRAIG of Phoenix left for sev- 
eral months’ tour of Europe the latter part 
of May. There is a persistent rumor that he 
was married in Los Angeles on the eve of 
departure and that the trip is a honeymoon 
tour. He is expected back in Phoenix this 


fall. 
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LIVE FOOD 
for Babies 
There is none so good 


First thought 
BREAST MILK 


Second thought 


FRESH COW’S MILK 


Water 


and 


Mead’s Dextri-Maltose 


For your Convenience 


THE MEAD JOHNSON POLICY—Mead’s Infant Diet Materials are advertised 
only to physicians. No feeding directions accompany trade packages. Infor- 
mation in regard to feeding is supplied to the mother: by written instructions 
from her doctor, who changes the feedings from time to time to meet the nutri- 
tional requirements of the growing infant. Literature furnished only to 
physicians. 


Pamphlet Pamphlet 
on on 


Breast Milk _Dextri-Maltose 


MEAD JOHNSON & COMPANY 


Evansville, Indiana, U. S. A. 


London Address: Canadian Address: 
40-42 Lexington Street, . 163 Dufferin St., 
London, Toronto, Ont. 
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ST. JOSEPH’S HOSPITAL (Phoenix) 
STAFF MEETING 
May 15th, 1922 
The final meeting of the spring 
season for St. Joseph’s Hospital, 
Phoenix, Ariz., was held in the lec- 
ture room on Thursday evening, May 
15th, at 7:45 p. m. In the absence 
of the chairman, Dr. Wylie, the vice- 
chairman, Dr. Willard Smith, pre- 
sided. Eighteen members of the staff 
were present. 
The following cases were dis- 
cussed : 
CASE 1. 
No. 4851, presented for a discussion of the 
application of insulin in diabetic gangrene. 
Male, age 64, entered March 16th, with 
working diagnosis of diabetic gangrene. Per- 
sonal history briefly and imperfectly given, 
but no physical examination recorded, so that 
the extent and duration of the gangrene is 
unknown. Urine sugar was 4.5% on the 16th, 
gradually decreasing to none on the 22nd, 
thereafter showing only traces. Blood sugar 
was constantly .21% for five examinations. 
Treatment was dietetic until the 26th, when 
insulin was given, the use of violet ray on 
the foot being recorded until time of opera- 
tion on the 28th. Two toes were amputated 
on the 28th, but gangrene continued to 


spread, nephritis and septicemia apparently 
os the terminal factors in death on April 
7th. 
Discussion: 
was not present to answer questions. Atten- 
tion was called to the imperfect clinical rec- 
ord, and complete absence of physical exam- 


Physician in charge of case 


ination. Although urine sugar disappeared, 
sugar continued to be present in the blood 
without change in spite of all dietetic regu- 
lations; for this reason, the failure to give 
insulin earlier requires some explanation. 
When insulin was started, it was not given 
in doses sufficient to lower the blood sugar. 
Attention was called to Dr. Bertnard Smith’s 
statement that he would never again operate 
for diabetic gangrene, as the gangrene could 
be stopped by: proper and early administra- 
tion of insulin; if not amenable to this treat- 
ment, operation would avail nothing. 

The hospital now has a competent dietician, 


and with the clinical laboratory facilities for | 


rapid determination of urine and blood sugar, 
diabetic cases can be handled intelligently 
and scientifically, but the staff members who 
are to handle such cases must inform them- 
selves thoroughly about insulin, its effects, 
the rationale of its administration, and the 
effects to be expected. It is a problem for 
the internal medicine mee. 


ASE 2. 

No. 4889, female, age 39, married. An- 
other case with interesting features which 
are not recorded in sufficient detail to give 
an intelligent picture of the case. 

Stated to have awakened a month ago with 
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discomfort in the right side, which has been 
continuous since, and has recently extended 
posteriorily. There is some cough, no ex- 
pectoration. Only findings on physical ex- 
amination which are recorded are the state- 
ments that there is tenderness in right iliac 
region, especially over the appendix and 
some rigidity of right rectus muscle; white 
count was 20,700, 78% polynuclears. There 
were evidently more findings, because request 
was made for x-ray of chest, on the state- 
ment that lung abscess or subphrenic abscess 
was suspected. 

X-ray showed no lung densities, and no 
evidence of subphrenic lesion. 

When patient was-operated, the pre-opera- 
tive diagnosis recorded was retrocecal ap- 

ndix with abscess or a peri-renal abscess. 

o physical findings relative to the kidney 
are recorded and the symptoms on which 
this suspicion is based can only be conjec- 
tured. 

Lumbar incision was made, and retrocecal 
appendix found and removed; no pus or evi- 
dence of acute inflammation being found 
here, search was made in kidney region; 
there peri-renal induration and adhesions 
were found, and finally pocket of pus lying 
internal to the kidney and somewhat an- 
terior to it was discovered, evacuating two 
ounces of greenish pus, which was shown by 
bacteriological examination to be staphylo- 
coccic. 

Patient made an uneventful recovery. 

Discussion: There must have been some 
symptoms indicating the advisability of a 
lumbar incision, aside from those recorded, 
because the surgeon would not make a lum- 
bar incision if he expected to find an ap- 
pendiceal abscess. It would be interesting 
to know what the kidney symptoms were, 
but the surgeon operating the case was not 
present. 

Several similar cases were recalled, and it 
was suggested that the primary focus of this 
kidney infection was not discovered, and that 
it was probably metastatic. It is not always 
possible to find the primary focus, but the 
location of the pus would make it necessary 
to investigate the spine for possible tubercu- 
losis, as two cases with almost exactly simi- 
lar abscess pockets were found to arise from 
the spine. 

(Note:—This is a summary of the discus- 
sion which was participated in freely by the 
doctors present). 


CASE 3. 


No. 4891. Male, age 34. The recorded 
history of this was also very incomplete, but 
was supplemented by information given by 
the attending physician. Patient was me- 
chanic in e; has been free user of alco- 
hol; was in hospital about a year ago with 
a pustular infection which was slow to heal. 
On March 30th he opened a small pustule 
on back of hand with his pocket knife; 24 
hours later he had a deep lymphangitis to 
the axilla with thrombosis of brachial vein. 
On April 2 he was brought to hospital, and 


St. Joseph’s Hospita 


PHOENIX - ARIZONA 


THE ONLY CLASS-A HOSPITAL IN THE STATE OF ARIZONA. 
(College of Surgeons’ Classification) 


One Hundred and Twenty-five Beds. 


SPECIAL FEATURES 
Open Staff Organization. 


Clinical Laboratory, complete in every respect. 


X-Ray Department for Diagnosis and High-Voltage 
Therapy (Radium Available). 


Nurses’ Training School, with Three-Year Course. 
Beautiful New Nurses’ Home. 

Medical Library and Doctors’ Lounge Room. 
Trained Dietician. 


Any reputable physician or surgeon of Arizona may bring patients 
into the hospital for treatment, the only condition being that he agrees 
to abide by the staff rules of the hospital. 


Spanish-speaking nurses on the hospital staff, and every courtesy 
will be extended patients from Mexico. 


Corner of Polk and Fourth Streets 


(Indian School or Brill cars pass the door.) 
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Elastic Hosiery 


Abdominal 
Supporters 


made to order from 
fresh, live rubber, by 
competent workmen, 
giving you a perfect fit 
and fresh durable 
goods. Also Office Fur- 
niture and Dressings. 
An Up-to-Date Stock at 
right prices. 


KENISTON & ROOT 


418 W. Sixth Street Los Angeles, Cal. 


For Nursing Mothers 


Before advising a mother to put her baby 
on the bottle, many successful physicians 
investigate the mother’s diet. 


Often where other foods fail, DENNOS, 
the milk modifier, improves the mother’s 
breast milk both as to quantity and 
quality. 

DENNOS aids digestion, prevents forma- 
tion of heavy curds, and contains the vital 
elements of wheat. 


Write for the DENNOS book “Formulas 
for Milk Modification.” Also free’ samples 


DENNOS 


THE DENNOS FOOD COMPANY, ——, OREGON 
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SAVE MONEY ON 


YOUR SUPPLIES 


Get Our Price List and Discounts on Quantities 
Before You Purchase 


= DOCTORS FIND THEM 


AMONG THE MANY ARTICLES SOLD ARE 
X-RAY FILMS. Duplitized or dental—all standard 
sizes. Eastman, Super Speed or Agfa films. 
Heavy discounts on standard package lots. 
X-Ograph, Eastman and Foster metal backed 
dental films. Fast or slow emulsion. 
X-RAY PLATES. Paragon brand for finest work. 
POTTER BUCKY DIAPHRAGM. Cuts out secondary 
insuring finer detail and contrast. 
0. 
BARIUM SULPHATE. 
grade. 


For stomach work. Finest 
Low price. Special price on 100 pound 


lots. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 mil- 
liamp.—Radiator (small bulb), or broad, me- 
dium or fife focus, large bulb. Lead glass shields 
for radiator type. 

DEVELOPING TANKS. 4, 5, or 6 compartment stone, 
will end your dark- réom troubles. Five sizes of 
enamel steel tanks. Shipments from Boston, 
Brooklyn, Chicago or Virginia. 

DENTAL FILM MOUNTS. Black or gray cardboard 
with celluloid window or all celluloid type, one 
to fourteen film openings. Special list and sam- 
ples on request. Either stock styles or im- 
printed with name, address, etc. 

DEVELOPER CHEMICALS. In bulk or %, 1, 2 and 
5 gallon sizes. Paragon, Eastman or X-Ogra ph. 

INTENSIFYING SCREENS. Sweetbriar, or 
T. E. screens alone or mounted in cassettes; re- 
duces exposure -to 18 times. All-metal 
cassettes several 


mak 
wx GLOVES AND ‘APRONS. High grade, low 
FILING ENVELOPES with printed x-ray form. Spe- 


cial price on 2,000 asso 


If You Have a Machine Get 
Your Name =. Our Mailing 


GEO. W. BRADY & (0. 
CHICAGO 


790 Se. Western Ave. 


axillary abscess drained; by this time he evi- 
dently had a septicema, with several areas of 
cellulitis, white count of 16,200, 84% poly- 
nuclears. 

Patient was first treated by compresses and 
chlorazene, and when these evidently were of 
no avail, mercurochrome was given on Apirl 
5th—30 cc. of a 1% solution, and on the 
6th, antistreptococcic serum, but death oc- 
curred that same day. 

Discussion: (By attending physician and 
staff members). Patient was in bad shape 
on entering hospital; clinically it was a sep- 
ticemia and probably streptococcic, though no 
blood culture was made. Examination of the 
pus from the abscess probably would have 
shown what the infection was, and blood cul- 
ture should have been made. The effect of 
the mercurochrome was such as to make it 
seem inadvisable to give further doses of 
this, dyspnea | very marked and tem- 
perature subnormal with evidence of heart 
failure. The antistreptococcic serum prob- 
ably was given entirely too late for any bene- 
fit to be expected. 

Several other cases were recalled by the 
physician having this. case in charge, several 
of whom were given antistreptococcic serum 
with good results and prompt recovery. 
Question was raised about the safety of mer- 


Flakes much enlarged 


Your daily bran 
In tempting form 


The way you'll like it—hidden in a 
delicious whole wheat cereal dish. The 
‘way your patient will like it—the way 
you'll gladly advise. 

Pettijohn’s is rolled soft wheat of de- 
licious flavor. Every flake contains 25% 
bran—two food needs in combination. 


Package Free 


ysicians we send a package of 
's free. Just wri 


Petti johns 
Rolled Soft Wheat Containing 25% Bran 
The Quaker Oats Company, Chicago 


curochrome, and the fact that it produces re- 
actions when injected into the kidney pelvis 
cited. Attention was called to the fact that 
gentian violet has been recommended as the 
preferable drug in infections by Gram posi- 
tive organisms. In this particular case, the 
mercuchrome was given late and effect was 
hardly to be expected. Patient entered hos- 
pital on April 2nd, with evident septicemia, 
and mercurochrome was not administered 
until the 5th. Since hours count in a strep- 
tococcie septicemia, either the serum or mer- 
curochrome were indicated, if to be given at 
all, on the 2nd. Drainage ofthe axillary 
abscess could have been deferred. 
CASE 4 

No. 4891, male, age 61. Another imper- 
fect record. The chief complaint was a very 
severe and peculiar pain in the back, which 
is not described in the record. Gives history 
of “bronchopneumonia six weeks ago; was 
told when the severe pain started first was 
lumbago, then that a vertebra was out of 
place; pain has since been increasing stead- 
ily.” (Note: this is the entire recorded de- 
scription of the patient’s symptoms). 

Patient was brought to the hospital and 
x-rayed, showing a forward displacement of 
the fifth lumbar vertebra (spondylolisthesis). 
Manipulation. af back reduced this and pain 
was partially relieved. 

There was an enlarged 
thral stricture’ and detaile 
the kidneys*was undertaken. 


rostate and ure- 
investigation of 
In the Mosen- 
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thal urinary tests, there was insufficient 
range of specific gravity (1005 to 1014), 
with dropping of gravity at night with noc- 
turnal polyuria. Blood showed sugar .17%, 
NPN 35 mgm., urea 28 mgm., and choles- 
terol .15%. Spinal fluid was negative. The 
urinary and blood findings indicated a func- 
tional rather than an organic condition, and 
was probably due to back pressure from en- 
larged prostate and urethral stricture. Pain 
gradually subsided, and patient was dis- 
charged, much relieved. 

Discussion: The significance of the blood 
and urinary findings were discussed with 
reference to the difference between nephritis 
and back pressure from obstruction. X-ray 
films showing the forward displacement of 
the fifth lumbar and the normal position 
after replacement By shown. 


No. 4945; baby, 4% mos. old. First seen 
by physician on night of April 13th. Baby 
had been sick since night of the 11th, with 
some sort of bowel trouble, with blood ap- 
pearing at anus night of the 12th. Sausage 
shaped tumor was made out in the afternoon 
of the 14th, and it was suggested that the 
claim that the x-ray was of value in acute 
abdominal conditions be tested; the x-ray 
examination revealed clearly that there was 
an obstruction and probably an intussuscep- 
tion. 

Operation was performed same evening, 
the intussusception being at the valve and in- 
cluded the terminal ileum, the cecum, as- 
cending, transverse and part of the descend- 
ing colons, the entire mass being drawn 
down into the right iliac region by traction 
from the uninvolved portion of the ileum. 
At the expense of much force and trauma, 
the bowel was reduced, being found adherent 
throughout. Shock proved too great and 
baby died in-a few hours. 

Discussion: Relative to the value of x-ray 
in acute abdominal conditions, this was re- 
cently called to our attention by Dr. Keith, 
of Louisville, Ky., and was tested in this 
case. While the relations were so disturbed 
that several errors were made, it could be 
plainly seen that there was absolute obstruc- 
tion and probably intussusception. 

Discussion: This was free and called forth 
many experiences with this condition, the 
surgeon handling this case having had 18 
cases with 7 deaths. Question of the advisa- 
bility of enterectomy and anastomosis came 
up, and whether it would be better than 
using much force in reducing the intussus- 
ception. One suggestion offered was the 
possible advisability of doing an enterostomy, 
with an artificial communication to relieve 
the patient of highly toxic material within 
the strangulated bowel, permitting the patient 
to recover from shock and recover normal 
physical vigor, and then making a secondary 
operation for handling the intussusception— 
perhaps removing it with an anastomosis. 
This has been done in one case of this sur- 
geon’s, with a very happy result. ) 

Ten o’clock the meeting adjourned:.-« - 
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UNIFORMLY RELIABLE 
IN THE DIETETIC 
TREATMENT OF 
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THE ORIGINAL 
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As a General Antiseptic 


in place of 
TINCTURE OF IODINE 
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Mercurochrome-220 Soluble 


(2% Solution) 


It stains, it penetrates, and it 
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“Formulas for Infant Feeding” (20th Edition) 


=) ‘There are 
Mellin’s Food and Water Formela | eighty pages in 
Water (baled, then cooled) 16 fluidounces, ce: 
: one presenting 
fe) interesting and 
useful informa- 
ment or any tom tion relative to 
seems advisable todiscontinuethe the subject of 
use of milk for a few days, Weight tn of Peed Elements tm 
tion. 
A copy will 
i be mailed to 
physicians 
The Mellin's Food and water mixture may 
| Mellin’sFood 
tioned again further along in this book. . is, Company 
177 State Street 
Boston, Mass. 


Hospital Supplies 
Physicians’ Equipment 
Surgical Instruments 
X-Ray Apparatus 
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ARIZONA STATE MEDICAL ASSN. 
SECRETARY’S MINUTES 


The executive program of the 33rd Annual 
Meeting of the Arizona State Medical Associ- 
ation opened 9 a. m., April 24th, with a 
meeting of the Council, S. H. Watson, Tuc- 
son, W. W. Watkins, Phoenix, President C. 
A. Thomas, Tucson, and Secretary D. F. 
Harbridge, Phoenix. The treasurer’s and 
secretary’s reports were submitted to a com- 
mittee composed of Drs. Watson and Wat- 
kins. One p. m., April 24th, the House of 
Delegates was called to order, a quorum not 
being present adjournment until April 25th, 
1 p. m. Present fourteen members. Dr. 
Gunter of Globe submitted resolutions com- 
mending Governor Hunt in his efforts to 
protect Arizona from foot and mouth disease 
now present ni California. 


Dr. Neff called attention to the need of a 
committee being appointed to carry out as 
nearly as possible many of the suggestions 
made two years ago by the Federal Govern- 
ment for the care of the mental defective. 
The following committee was named: Dr. 
Frederick Holmes, chairman; Dr. W. W. Wat- 
kins, Dr. Mary Neff, Dr. H. I. McNeil and 
Dr. Charles Palmer. 


At the next meeting of the House of Dele- 
gates and general assembly it was voted to 


continue the membership in the Arizona In-— 


dustrial Congress. 


It was decided to hold in the fall a series 


of public meetings in several of the larger 
centers. Dr. W. W. Watkins was elected 
delegate to the A. M. A. meeting, with Dr. 
Metzger as alternate. The financial report 
by Dr. Yount was accepted with the recom- 
mendation that the treasurer be allowed to 
pay all bills out of the general fund, refund- 
ing as annual dues are paid, thus keeping 
the Defense Fund intact, large enough to 
earn about $100 annually. That the treas- 
urer be authorized to transfer $1000 from 
Defense Fund to savings account (this with- 
out loss of interest). The financial state- 
ment of the association shows a balance in 
the General Fund of $659.57; Defense Fund, 
$3682.24; Savings Fund, $1825.72. 

Drs. C. E. Yount and D. F. Harbridge were 
elected as the Arizona directors of South- 
western Medicine. Dr. Bridge as spokesman 
tor Cochise County Medical Society, invited 
the Association to meet in Bisbee in 1925. 

The following officers were elected to take 
office at the time of the next meeting: 
President, Dr| R. D. Kennedy, Globe; first 
vice president, Dr. Clarence Gunter, Globe; 
second vice president, Dr. J.. J. McLoone, 
Phoenix; third vice president, Dr. A. D. Wil- 
son, Prescott; treasurer, Dr.. G. E. Yount, - 
Prescott; secretary, Dr. D. F. Harbridge, 
Phoenix. 

Meeting adjourned. 

D. F. HARBRIDGE, 
Secretary 
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Whole Grains 
as people like 


them 


—in confection form 


Puffed Wheat and Puffed Rice 
are whole grains, steam exploded 
to 8 times normal size. 


They are airy as bubbles—crisp 
and flaky. Each giant grain tastes 
like a nut. : 


All the priceless food elements 
are there, every cell broken for 
easy digestion and assimilation. 


Thus whole grains are trans- 
formed into confections which all 
enjoy. Children revel in them — 
morning, noon and night. And so 
do most grown folks, too. 


Puffed Rice for breakfast — 
Puffed Wheat for supper. Either 
for dessert at lunch. Try them— 
you'll like them. Everyone does. 


Quaker Puffed Wheat 
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WELCH-ALLYN— 


NO. 200 SET $22.00 


No condition is correctly treat- 
ed until it is correctly diag- 
nosed. 


Illumination is the key to diagnosis. 


PACIFIC SURGICAL MFG. CO. 


320 W. 6th STREET, LOS ANGELES 


PactFIC SURGICAL MFG. Co. 
320 W. 6th St., Los Angeles 
Welch-Allyn Distributors. 
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BOOK REVIEWS 


_A Mind That Found Itself. An Auto- 
biography, by Clifford Whittingham Beers. 
Revised edition, 1923. Doubeday, Page & 
Co., New York City. 

From a letter to the author: “You have 
handled a difficult theme with great skill, 
and produced a narrative of absorbing in- 
terest to the scientist as well as layman. It 
reads like fiction, but it is not fiction; and 
this I state emphatically krowing how prone 
the uninitiated are to doubt the truthfulness 
of descriptions of abnormal processes.”— 
William James, Professor of Psychology at 
Harvard University. 

The first edition of this book was pub- 
lished in 1908, being the result of Mr. Beers’ 
state of mined expressed in his own words 
when he finally returned home after three 
years spent as a mental patient in institu- 
tions: “I have decided to devote the next 
few years of my life to correcting abuses now 
in existence in every asylum in this country.” 

From his vision of what might be done 
resulted the National Committee for Mental 
Hygiene, which now has 26 state societies 
auxiliary to it; which publishes what is prob- 
ably the best journal available on the subject 
of mental hygiene; which has established 
clinics, carried on mental hygiene service, 
investigated institutions, and in every way 

romoted the improved care of the mentally 
ill, and educated not only the medical pro- 
fession, but the public in the idea of pre- 
venting many mental diseases by prophy- 
lactic agencies. 

The book itself describes vividly the pa- 
tient’s contacts with ignorance, social indif- 
ference, political depravity, commercialism 
and medical incompetence, as he suffered, 
ae and damned them. His three years 
of mental breakdown included residence at 
home, in private sanitarium, in a state institu- 
tion for the insane and in a private institu- 
tion in which mental cases were legally com- 
mitted. 

In these places he became personally ac- 
quainted not only with some employees emi- 
nently qualified for the work they were do- 
ing, but also with stupid, ignorant, brutal 
attendants, and unthinking medical assist- 
ants. He lived through all phases of institu- 
tional life from the padded cell and strait- 
jacket then in vogue ,to the unsupervised 
parole of the convalescent. 

Thanks to a retentive memory and numer- 
ous records surreptitiously written, the story 
is wonderfully complete. 

The result is a classic of human revelation 
which should be read by every physician. 


SIGNS OF SANITY, by Stewart Paton, 
M. D., lecturer in Neuro-Biology, Princeton 
University. Charles Scribner’s Sons, New 
York. 

Books dealing with the abnormal mind, de- 
fective mentality and the psychopathic per- 
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Summoned 


Proving-- 

“There’s many a slip 
*twixt the Doctor and 
his vacation” 


Itinerary routed---tickets purchased--- 
baggage packed. But the unexpected 
happened. The sheriff presented a 
summons to answer for alleged mal- 
practice. 


The Medical Protective Company 
was notified. The Doctor was ad- 
vised to take his vacation as planned 
and his interests were protected. 
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WMedical Protective Sewice. 
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HEALTH-GIVING DIETS 


For Invalids and Convalescents 


B ECAUSE edible gelatine is a highly protective colloid which, in 
combination with other wholesome foods, materially aids the 


digestion, it is invaluable for invalids and convalescents, and because 
it has an unusually nutritive lysine content, it is of the utmost import- 
ance in the diet of growing children. 

To facilitate the task of the physician in prescribing diets, we 
suggest the following foods, which have proved highly beneficial, and 
which may be easily prepared with pure 


KNOX 
SPARKLING 
GELATINE 


“The Highest Quality for Health” 


For Acid Stomach and All Other For Diabetes 


Forms of Indigestion (To be prepared with saccharine) 
Orange Jelly Grape Fruit Jelly | 
Orange Gelatine Trifle Jellied Vegetable Salad 
Gelatine with Raspberry Juice Fruit Salad Supreme 
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sonality are so numerous that an ample libra- 
ry on these subjects is easily collected. But 
if one were to attempt to fill a modest shelf 
with books dealing with the normal, in the 
"sar field, some difficulty would be encoun- 
ered. 


One volume, however, which would fall in 
this category is worthy of note as stimulating 
and authoritative, being moreover eminently 
readable, brief and practical. No one can 
read it without having a clearer conception 
of what is meant when we say that a person 
is “sane” or normal.” 


The title of the book itself is intriguing— 
“Signs of Sanity’. The author, Dr. Paton, 
is a neuro-biologist, and his point of view is 
that of the scientist who regards the human 
being as a closely integrated mechanism 
which must be considered as a whole before 
a clear and satisfactory conception of its 
functioning is possible. 


Some quotations from the book will be 
more enlightening than an attempt to set 
forth its contents: 


“The majority of people do not even know 
that the final test of the sound mind implies 
sane conduct, not merely intelligent thinking. 
Sanity measures not only the mental, but the 
physical and mental qualities that enable a 


SOUTHWESTERN MEDICINE 


person to face critical situations in life suc- 
cessfully and not merely to sit down and 
think about it. 

“One of the greatest triumphs of biology 
has been to emphasize the fact that life and 
the activities of all living beings are processes 
of adjustment and not states of body and 
mind. 

“The sound body is a well organized 
body, a body well prepared to act in an 
emergency; a thoroughly up-to-date, effi- 
cient machine. In the sound body the func- 
tions of the organs concerned in producing, 
distributing, storing up and discharging en- 
ergy all pull together; in other words, are 
well co-ordinated. 

“The final test of soundness or unsound- 
ness of mind is not feeling or thought, but 
constructive action. Conduct accordingly is 
the final criterion by which sanity must be 
estimated. 

The book especially commends itself to 
members of the medical profession who must 
of necessity glean at the least possible ex- 
pense of time their understandings of the 
other sciences closely correlated with med- 
ical science. 

It might be added that the legal profes- 
sion would also gain much enlightenment 
from Dr. Paton’s book. 
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ABSTRACTS 

X-Ray and Radium Treatment of Goitre. 
G. W. Grier, M. D., Pittsburgh, Pa. The 
Atlantic. Med. Jour., May, 1923, p. 516. 

(Note—The paper was read in the Sym- 
posium on Goitre before the Section on Sur- 
gery of the Medical Society of the State of 
Pennsylvania, Oct. 4, 1922). 

The radiologist intending to treat goitre 
must first recognize the type of lesion he is 
to deal with. The prime indication for radia- 
tion treatment of goitre is the presence of 
hyperthyroidism, consequently the best classi- 
fication is one based on the presence or ab- 
sence of hyperthyroidism, as follows: 

Hyperthyroids— 

Adolescents 

Hyperthyroids without goitre 

Hyperthyroids on basis of old simple goitre 

Exophthalmic goitre 

Intrathoracic goitre 

Without Hyperthyroidism— 

Adolescents 

Simple goitre 

Colloid goitre 

Cystic goitre 

Intrathoracic goitre 

Malignant thyroids 

Having determined the presence of hyper- 
thyroidism by clinical evidence and the meta- 
bolism test, we next attempt to classify the 
hyperthyroids. Those without hyperthyroid- 
ism should not be radiated, unless malignant, 
when they may be so treated in conjunction 
with surgery. 

In adolescent goitre, where hyperthyroid- 
ism exists, a small amount of x-ray treatment, 
with proper hygiene, will bring about a 
speedy return to normal. 

In cases of hyperthyroidism without goitre, 
careful consideration must be given to causes 
outside of the thyroid which may produce 
hyperthroidism. If an exciting cause can be 
found and removed, should the case not re- 
turn to normal, radiation is preferred to sur- 
gery. 

In exophthalmic goitre, the individual re- 
quirements need to be considered. If there 
is acute thyrotoxicosis, rest in bed and medi- 
cal treatment for the time being is the proper 
course. The average case may be treated 
with radiation, usually with good results. If 
there are pressure symptoms from the growth, 
surgery is to be preferred to radiotherapy. 
Surgery is also to be preferred in those cases 
who are unable, for economic reasons, to 
carry out the radiation or medical treatment 
over a long period of time, or whose home 
conditions or intelligence make the proper 
hygienic treatment impractical. Also, if the 
patients are pessimistic or have preconceived 
ideas that only surgical treatment is effec- 
tive, they should be operated at once. 

In hyperthyroidism on the basis of a sim- 
ple goitre, the hyperthyroidism can be con- 
trolled by radiation, but since it will have 
little effect on the tumor, operation is usu- 
ally to be preferred. 

In intrathoracic goitre, with hyperthyroid- 
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ism, this can be controlled, but since the ra- 

diation usually has little effect on the growth, 

— is better when it can be safely 
one. 

The rationale of the treatment of goitre by 
radiotherapy depends on the inhibition or 
abolition of the secretory -function of the 
gland, or even the complete destruction of 
the secreting cells. Obviously, therefore, the 
treatment is only indicated when there is an 
excessive secretion, i. e., a hyperthyroidism. 
If there is no hyperthyroidism, radiation is 
contraindicated. Radiation must be supple- 
mented by a careful regulation of the pa- 
tient’s hygiene, especially as regards rest. 
They must have 8 to 10 hours’ sleep each 
day, with plenty of fresh air and nourishing 
food. Stimulating drinks are forbidden and 
meat only occasionally. 

X-ray is used on office cases for purposes 
of convenience only, the action of the two 
agents being regarded as identical. Radium 
is used on patients confined to bed. 

Treatment is not to be continued indef- 
initely if there is no improvement. The av- 
erage case requires about six months for re- 
gression to the stage where treatment can be 
discontinued. 


Crush Fractures of the Spine. James O. 
Wallace, M. D., Pittsburgh, Pa. The Jour. 
of Bone and Joint Surgery, Jan. 1923, p. 28. 

This is a study of 82 cases of fracture of 
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Field Organization 


i a spirit of helpfulness that the 
radiographer appreciates.” — rs. 
Brooksher, Ft. Smith, Ark. 

“His work was...... so perfect and satis- 
factory........ that we cannot help but 
express our appreciation.”—St. Mary’s 
Hospital ,Pueblo, Colorado. 
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sistance and gave us just the informa- 
tion we wanted.”—Gunby, Hoard, Mc- 
Elhannon, Wolf and Gunby, Sherman, 
Texas. 
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service.’"—Dr. Henry A. Johnson, 
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Lake Gen’l Hospital, Nel- 
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the spine, a great majority of which- had 
gone unrecognized and untreated. In 67 of 
the cases there was history of forcible flex- 
ion of the spine, from three types of injury: 
(1) heavy object falling from above alight- 
ing on patient, usually when the spine was 
already slightly flexed; (2) patient falling 
from a height striking on the head and shoul- 
ders; (3) patient being caught between two 
objects causing slow forcible flexion of the 
spine; in the first group there are 45 cases, 
second group 17 cases and third group 5 
cases. 


elapsed time was 25 days and the longest 
1045 days. In 23 cases there were other 
fractures outside of the spine. Fracture of 
the transverse process was the most common 
injury; fracture of the spinous process oc- 
curred in only three cases and of the articu- 
lar processes in one case. 

With regard to pain, there are records in 
only 60 cases. Of these 30 had back pain 
and referred pain; 20 had back pain alone; 
four had referred pain only and six had no 
pain at all. With regard to other com- 
plaints, 23 had paralysis or weakness of legs; 
loss of bowel or bladder control in 8 cases; 
sensory disturbances in 4 cases; weak back in 
16 cases; stiff back in 13 cases; could not 
straighten back in 8 cases; could not lift in 
six cases; shortness of breath in 3 cases; 
loss of sexual power in 3 cases; nervousness 
in 3 cases. 

With regard to deformity, there is record 
in 58 cases, and there was deformity in 46 
of these. 

In 34 cases out of 81, there was dislocation 
of the vertebra. 

All cases had some limitation of motion. 

Paralysis was present in 23 cases out of 
78. (60). 

With regard to location; in the majority 
of cases, only one vertebra was involved; the 
series contains instances of fracture of all 
vertebrae except the 1st and 2nd cervical, 
6th cervical and ist dorsal, the first lumbar 
being most frequently injured (33 times). 

In studying the radiographs it was seen 
that in most cases the vertebra above was 
driven against the one below, the iatter be- 
ing crushed, but in 20 per cent of the cases 
the reverse action occurred, the vertebra 
above being crushed. 

The Use of X-ray in Gynecology, Mary E. 
Hanks, M. D., Chicago, Ill., Jour. Ia. State 
Med. Soc., Feb. 10, 1924, p. 45. 


The conditions which can be remedied by, 


x-ray are reduction of adhesions, recession 
of small ovarian cysts, disappearance of 
erosions and degenerations of the cervical 
glands, relief of pruritus vulvae, relief of 
dysmenorrhea, shortening of a troublesome 
menopause, control of hemorrhage of meno- 
pause, production of sterility in selected 
cases, recession of uterine fibroids. In this 
latter case, errors of diagnosis usually ac- 


In the 47 undiagnosed cases, the shortest . 
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count for failures, and the rule should be 


_ followed that tumors which do not yield to 


two or three series of x-ray should be oper- 
ated. The following types are better oper- 
ated; pedunculated growths, submucous tu- 
mors, tumor associated with anemia, chills 
and fever, chronic tumor that grows suddenly, 
tumor associated with ovarian cysts, tumor 
associated with gonorrheal infection, large 
non-vascular tumor, tumor in woman who 
desires children and who can be relieved by 
myomectomy. 

Of 140 cases of uterine fibroids treated, 
75 per cent show no demonstrable tumors; 
the remaining cases include those that show 
signs of entire disappearance, those that are 
free from symptoms and are in excellent 
health though with small tumors left, those 
markedly relieved and in good health at 
present ,but probably eventually surgical. 
There were only four outright failures in 
the series. 

Some of the objections to x-ray treat- 
ment are without foundation, such as the 
frequently stated one that fibroids may be- 
come malignant. The danger of cancer de- 
veloping in a cervical stump after a supra- 
vaginal hysterectomy is far greater than the 
danger of malignant degeneration of a fi- 
broid. There is definite reason to think that 
x-ray treatment of fibroids diminishes the 
likelihood of cancer developing. 

X-ray is preferred to radium for several 
reasons; fractional doses of x-ray give time 
for readjustment; larger tumor is more suc- 
cussfully reduced; x-ray gives better control 
of hemorrhage; danger is greater from ra- 
dium; x-ray does not require loss of time or 
hospitalization; x-ray covers a wider field of 
possible pathology. 


A reliable basis for comparing the effi- 
ciency of therapeutic agents is the chemo- 
therapeutic index, that is, the relation of the 
maximum tolerated dose to the minimum 
curative dose. 

Judged by this standard, the chemothera- 
peutic index of R. L. Neoarsphenamine, 
which generally passes a toxicity test of 350 
mgs. per kilo of body weight, or higher 
(from 75 to 100 per cent better than gov- 
ernment requirements), is about 58.3, 

A leading physician recently wrote: 

“We are using D. R. L. Neoarsphenamine 
with great satisfaction in my clinic and at 
the hospital, and very rarely have any reac- 
tions that amount to anything. The thera- 
peutic results have been extremely satisfac- 
tory. In my private practice, our results 
have been so good that I personally could 
not be persuaded to use any other product. 
We rarely have any patient complain of reac- 
tions, and the curative properties of the drug 
have been such that in secondary syphilis 
the first course of ten or twelve injections 
is invariably followed by a negative Wasser- 
mann test.” 
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